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This report details the history and characteristics 
of the Health Start progran, explains the evaluation design and 
Methodological problems in the study, describes the background and 
health characteristics of approxinately 10,000 children enrolled in 
the progran, and delineates the conclusions and recoiiendations 
energing from the evaluation. Data was collected in order to ansver 
the folloving two guestions: (1) How can health services for 
lov-income children best be coordinated?, and (2) What are some 
innovative ways to provide education, health detection, treatments, 
and entry into an on-going program that could be adopted by summer 
and full-year Head Start programs? Because of the program design and 
the many community, project and health service variables at work, 
only tentative conclusions could be reached about the factors 
affecting project success. Much was learned, however, about the 
health care needs of poor children from birth to six years of age. 
The evaluation did yield enough data on project approaches so that 
program vodels can be developed which may be adopted in the Head 
Start program. Health Start did provide health services to 20,000 
children. (CS) 
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ABSTRACT 



The final report of the Health Start evaluation of the second year 
(1972-73) Is organized In three separate documents « This paper presents 
a detailed description and analysis of the Health Start program and extensive 
health data on approximately 10,000 children enrolled In the program* It 
also provides conclusions and recommendations for Head Start and other child 
healch programs. 

Health Starts Sximmary of the Evaluation of the Second Year Program 
(Ut I. Agency Report 964-5) Is available on request from The Urban Institute* 
It consists of an overview of the evaluation findings and results and 
summary of conclusions and recommendations. It also presents answers to 
the research questions posed for the evaluators by the Office of Child 
Development* The Urban Institute's Health Start Analysis Plan for the 
Second Program Year (U.I. Working Paper 964-2) which Includes the evaluation 
and data collection Instrument also Is available on request from the Institute. 
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CHAPTER 1 



OVERVIEW OP REPORT AND SUMMARY OP MAJOR 
PINDINGSi CONCLUSIONS AND RECOMMENDATIONS . 

At Introduction 

In July 1971, The Urban Institute began the evaluation of the flealth 
Start program under a grant from the Office of Child Development (OCD) in 
HEW* Over the course of the two yearsi the Institute prepared four tech- 
nical and two non-technical reports for OCD*^ This report is in some ways 

if 

the evaluation of the two-year experience because Health Start in the second 
year differed little from the first year program and many of the tentative 
conclusions made In the first year evaluation were either confirmed or ex*' 
panded in this evaluation report. 

This report details the history and characteristics of the Health 
Start programi explains the evaluation design and methodological problems 
in the study » describes the background and health characteristics of the 
children, and delineates the conclusions and recommendations emerging from 
the evaluation. 

OCD Research Questions 

At the beginning of each Health Start year« OCD posed research questions 
about Health Start for the evaluators to answer. In each program year, the 

1. The Urban Institute papers and reports prepared as a part of the 
Health Start evaluation aret Joe N. Nay, et al ., Health Start: Interim 
Analysis and Report , January 3, 1972; Nancy Perlman, Health Start; Profiles 
of Selected Projects , April 1972; Leona M. Vogt and Joseph S. Wholey, Health 
Start t Final Report of the Evaluation of the First Year Progratn , September 
1972; Garth N. Buchanan and Leona M. Vogt, Health Start Analysis Plan for 
the Second Program Year . August 1972; Leona M. Vogt, et al ., Health Start : 
Year Two Interim Status Report , December 1972; and Jean Lawlor and Katryna 
J» Regan/ Health Start Profiles - Year Two . May 1973. 
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Inatltutd developed evaluation Instrumentd to collect data In order to anawer 
the questions. The two tnajor groups of questions for the 1972-73 evaluation 
were the following:^ 

(1) How can health services for low-*income children best be 
coordinated? How feasible is coordination of federali 
state and local resources to meet the children's needs 
for detection! treatment » entry into an on«*going health 
care system, and health education? 

(2) What are some innovative ways to provide health detection, 
treatment, entry into an on-going program and education 
that could be adopted by summer and full-year Head Start 
programs? Wltat new ways to provide these services are 
relatively inexpensive, work well and offer promise of 
reproducibility? What examples of experimental approaches 
developed by Health Start can be recommended for wider 
adoption in child programs? 

These questions were followed by a series of sub-questions, some of 
which dealt with project performance in meeting the program goals. 

Because of the program design, the extent to which the evaluation could 
yield information to answer the impact questions was limited. Health Start 
was not designed to test systematically various approaches £o delivery of 
health care through use of project models. Therefore , because of the many 
community, project and health service variables at work, only tentative 
conclusions could be reached about the factors affecting project success 
in reaching the program goals. If in the second year of Health Start or in 
a renewed third year OCD had tested particular hypotheses and Imposed some 
structured design on the Health Start projects, thfctv might have been greater 
Informatioaal bc>nefit8 from the program. 



1« The complete list of research questions appears in Chapter II on 
pp, II-5 through II-7. 
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C. Ansvard to OCD Research Questions 

1» Coordination of Resources 

The major OCD questions cbout coordination of resources dealt with 
beat Approaches to, and feasibility of> service coordination^ HEW agencies 
and Health Start projects expended various amounts of effort negotiating for 
health care services and funding* But the only true measures of the feaslbll'* 
Ity of coordinating health resources are the number of projects reporting use 
of HEW and other resources> the number of services paid by other agencles» 
and the value of the services used* 

Therefore » the OCD questions and their sub-questions have been trans** 
lated Into measurable terms In order to answer them more precisely. Each 
question will be stated, then followed by as definitive an answer as possible, 
given the quality of the relevant Health Start data. 

Question s How many projects reported using other resources for 

detection of health problems? for treatment of children? 
for health education? 

Projects varied greatly In the amount of screening services that they 
secured at no cost to Health Start. Of the 26 projects reporting coordination 
data (out of a total of 30 projects)^ 20 projects received some coordinated 
services for detection of health problems. Three of the projects reporting 
no use of outside resources contracted for a year's health care for the chll-- 
dren enrolled and paid for all care except Immunizations. 

Projects reported, but often did not submit estimates of value for two 
types of donated services—treatment of health problems and health education. 
Twenty projects reported using other resources for treatment of Health Start 
children—primarily for medical care. Because most projects gave little 
emphasis to health education, few reported using other resources for health 
educsitlon or staff Instruction. 
O 
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Oueetlon t Wt: it percent of each type of dcreenlng and treatment 
eervlce vae paid by an agency other than Health Start? 

A high percentage of the testa given were provided through aome other 
public agency or private redource» However» becauoe the aervlcea were not 

of equal value 9^ the total reported value of the coordinated aervlces that 

... 2 ■■■■ 

can be eatlmated was not high. Three of the more expensive 8ervlces-*medical 
screening I dental screening and dental treatment ***-were usually paid by Health 
Start funds« Although precise cost data were not available, most of the 
costly medical treatments, like heart surgery, were financed by other agencies* 

Question; Were particular prograitts«--llke Title XIX - Medicaid and 
Title V - Maternal and Child Health— used by Health 
Start projects? 

Only two projects had children who were Ineligible for or not enrolled 
in the Medicaid program. The rest of the projects theoretically could have 
used Medicaid to pay for some of the health services*, however, only 10 of the 30 
projects did so » One reason for this limited use was that most states had 
not implemented the Medicaid Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) regulations early enough in the Health Start year. Therefore, most 
services for which providers could be reimbursed involved follow*-up treatment. 

Eighteen projects made early efforts to reach an agreement with the 
state Medicaid agency over use of EPSDT; yet no Health Start projects ne- 
gotiated early agreements. Over the course of the year, all except nine 
projects discussed EPSDT with state Medicaid agencies. Two projects reported 
using EPSDT for a limited number of health services, and one Health Start 
project staff secured an EPSDT provider number from a state Medicaid agency. 

1. See Chapter VII for estimated costs of health services* The es- 
timated average cost, for example, of a blood test (S2.50) la low relative 
to the estimated Value of a dental exam ($11.50) t 

2. Por every OCD grant dollar, Health Start projects generated 20 cents 
in coordinated services. 
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The. Maternal and Child Health program (MCH) used moat extensively was 
the State Formula Grant program,^ which provided immunizations, hearing, vision 
and some dental screening, training workshops and nutrition counseling* Of 
the 19 projects using the Maternal and Cblld Health program, one had to nego«* 
tlate for new MCH State Formula Grant services, while the others already had 
access to the MCH services because of previous arrangements with the local 
Head Start project or because the services were readily available. 

Not as many projects used the Crippled Children's program as used the 
MCH state formula grant resources (13); yet more projects reported having 
access to Crippled Children's services (whether they used them or not) than 
services provided through MCH. The other major federally funded MCH programs 
^-project grants for Children and Youth, Special Dental Projects for Children, 
. and Maternity and Infant Care — rarely were used, primarily because they were 
not located near Health Start projects. 

Question ; Were HEW and other agencies used by Health Start able to absorb 
the additional patient load without excluding other individuals? 

Data from the local HEW agency interviews did not reveal that the added 
t^H case load resulting from Health Start had great detrimental effects— in terms 
'^^^ V of reducing the number of patients served or the range of the services offered* 
^ Several local public health departments reported being understaffed and, 

therefore, could not offer more than Immunization clinics. Projects reported 



that state Crippled Children's agencies were short of funds which limited 
V their services* However, because most public health agencies take patients 
* on a "first-come" basis, few agency personnel could predict what the impact 

of Health Start would be on their agency service* 



1« Title V maternal and child health services, a program of matching 
grants to states* 
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Of the seven projects that used Community Mental Health Centersi three 
paid fees for services given to the Health Start children* Because of their 
own funding problems i these agencies seldom offered free services to Health 
Start chlldreni In other words i Health Start grant resources were '^coordinated/* 
(used) by these agencies. 

2» Project Performance In Meeting the Health Start Goals 

Question : Did the projects enroll the number of children 
they planned to enroll? 

Health Start projects Identified In their proposals the number of children 

they Intended to enroll* Most of the projects (20) reached 90 percent (or 

greater) of their enrollment target* Four projects enrolled less than 50 

percent of the number of children they planned to serve i and three enroll,ed 

substantially more than planned* The size of projects ranged from 88 to 

864 chlldren^wlth the median project having 280 children* 

Question s What percent of the children had their 
Immunizations brought up to date by 
Health Start? 

N*lneteen percent of the children entered Health Start with their immunl*- 
aatlons up to date* An additional 35 percent were on schedule at the end of 
the program year. Fortyslx percent needed additional Immunizations or had 
unknown status. Two proJects^'c(»npl6ted" less than 10 percf^nt of the children, 
and one project provided all the needed Immunizations for over 90 percent 
of the children enrolled. 

Question ? What percent of the children were tested and 
what types of health problems were Identified? 

The average enrolled child received 4.4 of the seven required tests and 

0*8 optional tests* Klne percent of the Health Start children received no 

required tests and 20 percent received all seven* Forty percent received 

er|c ^ 
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no optional ttstB and 20 percent received at least two optional teste. 
Seventy^^'our percent of the children across all projects got a medical exam 
and 61 percent of the children considered old enough for dental screening 
received a dental exam. 

The most comsaon health problem among Health Start children vas dental 
disease: slightly over half of the children receiving dental exams needed 
some type of restorative work. Predictably, almost all of these children 
were over three years of age « Twenty-seven percent of tho children 
receiving a medical exam were found to need medical treatment. 

The five most common medical problems detected in Health Start children 
werei (1) nutritional deficiencies (5 percent of tested), (2) acute upper 
respiratory diseases (4 percent), (3) ear diseases or infections (3 percent), 
(4) skin disorders (3 percent) and (5) various types of hernias (2 percent). 
Recent data on a sample of Head Start children^ indicate that Head Start 
children share similar types of medical problems (if one considers the results 
of all screening teats). Of the five most frequently occurring problems 
reported for Head Start children--*skin, vision, speech, tonsils and adenoids, 
and malnutrition"-*all but one (tonsils and adenoids) were the same as the most 
frequent problems in Health Start. 

A wide variation existed across projects on the percent of children 
found to need some type of health care. For example, four projects found less 
than 5 percent of the children receiving a medical exam needing treatment, while 

1. Data are for Head Start children in one CCD region and represent 
children in four states (Arkansas, Mew Mexico, Oklahoma and Ti^xas), Source: 
Summary Data for Phase II of the Head Start Health Planning Assessment Report, 
(prepared by Region VI Health Liaison Specialist for reporting to American 
Academy of Pediatrics) , 
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five projects found more than 50 p«rc«nt o£ th« children tested needing 
aedlcal treatment . A wider variation existed In the dental area. Of the 
children receiving dental exana, two projects found dental disease (needing 
care) in less than 10 percent of the children and five projects found dental 
problems in more than 95 percent of the children. 

Questio n I What percent of the children tested and found to need 
treatment actually completed treatment? 

As with other project characteristics, Health Start projects varied 
greatly in completing treatment for the health problems detected. Data show 
that two projects completed no treatment, while another completed treatment 
for all the problems found. Approximately 80 percant of the children 
needing dental treatment completed it before leaving Health Start. Fifty- 
three percent of the children who were tested and needed medical treatment 
completed their medical work and an additional 21 percent with medical problems 
requiring continuing care had arrangements made for on-going care or surveillance, 

Que8tlon » How was health education provided to children, parents and 
staff? What was the content of the health education pro- 
gram? What did staff, parents and children learn about 
health? How was the health education knowledge put to use? 

Some health education was given in the homes, some in day care centers, 
some at evening sessions, and a great deal of what was called "health educa- 
tion" was given to the children and parents on the way to a physician's office, 
or while In the waiting room. One project set up no health education en- 
counters, while another had encounters for 98 percent of its parents and 
chlldfren. Over all, 55 percent of the children and 64 percent of the parents 
received some form of health education instruction. The average number of 
encounters was 1.3 for children and 1.6 for parents. One project held an 
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average of over five health education sessions for both parents and children^ 
Eight coordinators developed promising health education programs » however / the 
other 22 projects invested little time in developing their components and 
consequently Hvttle health education took place» 

Few projects reported planning extensive training sessions for staff/ 
One regional office conducted, as in the first year Health Start program, a 
dental workshop for the Health Start staffs in the region. Other projects 
reported staffs were trained by state agency personnel in such areas as 
nutrition. Several Health Start staffs benefited from local Head Start 
training programs* 

Almost all projects covered such basic topics as toothbrushing, some 
tailored specific instruction to local health needs, and about half Included 
consumer health education for parents* No conclusions could be reached about 
what staff, parents and children learned from the health ^education component. 
Because of the small anK^unt of health education given Health Start children 
and their parents, the Institute's plan to conduct a survey of the Health 
Start parents near the end of the 1972-73 program to determine the impact 
of health education on children was dropped. 

Question : How many children entered an on-going prevention/treatment 
health delivery system as the result of Health Start? How 
will their future care be funded? 

For future care, Health Start linked 28 percent of the children to the 
same medical services used during the program year and 31 percent to the 
same dental services. The remaining children would receive ''unknown'* care 
or would continue using the sources they had used prior to Health Start. 

Medicaid would provide funds for medical care for 20 percent of the 
Health Start children and for dental care for 16 percent. Some other Health 
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SUYteta planned to utilize nigrant fundfli health Insurance, oj other sources. 
Funds for futur^ taedlcal care were either unreported, not known, or non«-exlstent 
for 70 percent of the Health Start children and funds for future dental care 
were either unreported, not known, or non-existent for 77 percent of the children; 
3. Relationship of Project Results to Community Characteristics 

Questio ns How are Health Start project results related to 
community characteristics? 

For the purpose of this analysis, Health Start projects were divided into 
four groups: urban, rural, mixed (urban and rural) and migrant. 

Generally, urban and migrant projects did worse on most measures than did 
other types of projects with two exceptions: (1) urban projects gave more 
tests per child, and (2) migrant projects found the highest proportion of 
health problems in the children tested. Urbsn and migrant projects completed 
treatments for a smaller percent of those children needing treatment than did 
the other projects. Three of the six urban projects completed less than 50 
percent of treatment needed while less than one-fourth of all other projects 
completed less than 50 percent of needed treatment. 

In general » migrant children received fewer services than did other Health 
Start children. Migrant projects had generally below average perforaance and 
tended to have low per-chlld expenditures. Migrants were much less likely to 
be eligible for Medicaid and less likely to have had previous medical or dental 
care. They received fewer tests, even though in two of the three migvant 
projects the average number of abnormal conditions per test was very high. 
The reported future health care status of migrants was considerably worse 
than for other children. 
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4f Relatlonahli) of Project Results to Pre-Existing Medical Services 

Question ; How are Health Start project results related to 
pre-existing medical services? 

The amount of health care resources availabla (as measured by the number 
of physicians per thousand people in the community)^ did not have a detectable 
influence on project performance. The distributions of performance among proj- 
ects with high, medium, and low amounts of health resources in' the community 
were not markedly different. However, it Is of interest to note one anomalous 
situation: -the three projects with the fewest completed treatments, both per 
enrolled chile, and per treatment needed, all were in communities with a high 
number of health resources, while on the other extreme, the project with the 
highest number of treatments completed per enrolled child had only one active 
physician In the community. Thus, one can conclude that the presence of an 
abundance of health resources does not guarantee good project performance, 
nor does a paucity of resources inevitably lead to poor performance. 

5. Relationship of Health Start Project Results 
and Project Characteristics 

Question : How are the Health Start project results related 
to project characteristics? 

Some project characteristics seemed to be related slightly to project 
2 

successs having no delays In project start-up, having experienced health 
coordinators, being experienced Health Start projects, conducting multi- 
phasic screening and doing relatively high number of staff-administered 
screenings. 

" 1. Distribution of Phyfiicians In U.S. 1971 . American Medical 
Association, Center for Research and Development, Chicago, 1972, 

2. Project performance was measured by the amount of health services 
given (including health education) and the extent to which future care 
arrangements were made. See page VI-16 for complete list of output measures 
used. . <^ A>r ' 
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High project peformance was reUted to nursd^^cootdlnators, higher per 

child grant expenditures! high rates of etaff time per child enrolled i and 

relatively email numbera of children enrolled* 

6« What innovative (effective) approachea to health serviced delivery 
have been developed that could be used by summer or full<*year Head 
Starts? 

Definitive guidelines for assuring effective approaches to health 
service delivery could not be derived (with high confidence) because of the 
program deaign* Koweveri the evaluation produced data on cost estimates for 
various components, prevalence of health problems, and availability of serv- 
ices, as well as the effects of some project characteristics on project per- 
formance. Thus, while tested models of innovative approaches cannot be 
advanced, a sufficient data base has been developed and presented to support 
OCD in planning health components for summer and full year Head Starts. 
D« Major Conclusions and Recommendations 
1« Coordination of Resources 

Health Start reinforced the hypotheses that it is difficult, if not 
impossible, to change existing institutions (even temporarily) without mandat 
ing or legislating change* As Dr. Charles Gershenson, former Director of 
Research for the Children's Bureau, stated about federal agency efforts like 
coordination: 



The approach has been primarily magical combined with a strong 
wish-fulfillment phantasy. For the most part these terms [coordina- 
tion, service integration, and unification] are not defined nor their 
implications fully thought through. There has been almost total reliance 
upon empiricism without any attempt to translate social science and 
administrative science concepts and theory. The approach is mechanistic 
while at the core is a culture which promotes individualism and competi- 
tiveness which are antithesis to altruism and communal activities and 
rewards. For the most part the various coordination schemes are some 
form of power centralization and the struggle is between|those who 
must part with power and those who gain In the exchange. 
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1. Charles Gershenson, Ph#Dt, ^'Identif ication of High Priority Topics 
for Research in MCH, Report of the National Conference on Research in 
Maternal and Child Health , University of California School of Public Health, 
Berkeley: May 1973. 



1-13 



HitUh Start ^xptritnce with ''cootdinttlon'Vconflttttd tht Ger^^ 
theory In that 8 (1) there was no clear definition of the functional meaning 
of coordination or apparent understanding of how It was to be accompllshedi 
(2) there were no Incentives for HEW agencies to work together, and (3) 
thare was no clear understandlnij of the locus of responsibility for the 
effort. Therefore, In only one instance, when HEW national and regional 
staffs worked together and with a Health Start project coordinator, did any 
tangible results occur (In terms of functional changes of agencies and pro^ 
grams); That one case Involved the negotiation of a Medicaid Early Periodic 
Scrtening, Diagnosis and Vreatment (EPSDT) contract between the state 
Medicaid agency and a Health Start agency « The rest of the activity termed 
"coordination" involved (1) some discussions and meetings of various HEW 
staffs and (2) some negotiations of Health Start projects with numerous 
agencies (some federal, but primarily state and local) for specific health 
services* 

The results amounted to Health Start agreements with individual agencies 
for particular types of service for all or some of the children, or less 
frequently, a regimen of services for all the Health Start children. Only 
in a few cases did agencies change the delivery or the amount of care that 
they provided to othek' pre-^school economically disadvantaged children • 
Consequently, it seems that Health Start projects were advocates for the 
Health Start children entrusted to them but not for the great numbers of poor 
children in that same age group who need health care» Health Start's 
coordination efforts proved fallacious the theory that there are vast poten- 
tial health resources for children waiting to be tapped.^ 

n The one exception could be Medicaid's EPSDT program. However, It 
could only benefit one-third of the Health Start population— -those eligible 
for Medicaid benefits. 
O 
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Because the ability to coordinate le aomevhat dependant on what exlata 
In the community, it le difficult to predict the feasibility of a local Head 
Start successfully ^^coordinating*' (using) health resources. However » Medi«* 
cald funde should be generally available to children eligible for Title XIX 
benef it s« Therefore I Head Start projects should use Medicaid to the extent 
possible* 

Securing a M^^^ provider number for several projects could be 

easier than obtaining an BFSDT contract for a single Mead Start. Thereforet 
regional Of flees of Child Development (possibly the AAP Health Liaison 
Specialists) should work vith state Medicaid agency staffs to secure EPSDT 
contracts for several Head Start projects* If Head Starts cannot negotiate 
successfully an EPSDt contract> then they should refer whenever possible 
Medicaid children to local EPSDT providers in order to take advantage of the 
Medicaid program and reduce the cost of their health components* 

2. Detecting Children Needing Health Care 

Health Start data show that the following tests should be given 
first to find the children most likely to need care« especially if funds are 
limited J 

a* Priorities in Screening 

• Because blood tests are relatively inexpensive and eeem to pre- 
dict serious health problems they should be given first (along with Immuni* 
2ations)* Since hematocrits are more precise tests they should be given 
Instead of hemoglobin tests (if only one blood test is given). 



1. The disadvantage of using hemoglobin level as an approach to 
nutritional anemia is the difficulty in Identifylnt the abnormal state when 
the normal cannot be clearly defined* See G.A* Flnch» M*D* » **Criterla for 
Evaluation of the Status of Iron Nutrition/' Extent and Meaning of Iron 
Deficiency in the U*S* > National Academy of Sciences» Washington, D.C., 1971* 
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• Because over 50 percent of the Health Start children over 
three years of age need dental treatment) dental screening could be elmin*- 
atedt Instead » all children could be sent to the dentist for fluoride and 
curative treatment* (Because of the dramatic effects of fluoride on the 
dental health status, the least expensive types of preventive treatment 

is fluoride*) 

b* Priorities pf Children to be Screened 

• Children who have had recent medical care (especially crisis 
care)* They tend to need medical treatment* 

• Young children (under three) who are small for their age* They . 
have twice the number of ailments as young children of normal size* 

• Children who have abnormal blood readings* They tend to have 
serious medical conditions* 

• Children who are not exposed to fluoridated water* They had a 
substantially higher number of dental caries repaired and extractions (a 
measure of the incidents of dental problems)* 

3* Measurement Problems in Screening Program 

In six of the eight required tests/ the variability among projects 
in referral rates was more than one would expect to find due to the true 
variability of health status among children. 

Even though the Health Start evaluation was not to include an assessment 
of the quality of the care given in the program^ the variability across proj- 
ects in costs and in detection and treatment rates points to a need for further 
study to design a low cost/high yield health screening program for children* 
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4* Cost of Program 

Data on Health Start cost and prevalence of health problems reveal 
that If all required tests and screenings were given to a group of 100-200 
children (from birth to six years of age) and all needed treatment were 
completed, it would cost an estimated $200 a child* If the same overall 
amount of donated services were received as in Health Start, the cost of 
serving the same age group would be $113 a child* If only children over 
three years old were served, the total coat of providing them with Health 
Start-like services would be $219 a child ($129 a child with **coordinatlon^O » 

Coat data similar to those presented In this report could be used In 
the Head Start program not only for Congressional budget requests but also 
in revlAving project proposals and budgets. If OCD required Head Start 
grantees to prepare budget justifications for estimated health services costs 
(including those expected to be incurred by some other agency), Head Start 
projects probably would be more successful in planning and budgeting for 
their health service components than were Health Start projects. 



Health Start failed as a ''demonstration** because of the nature of the 
program — no design, no expectations stated, no problems defined. Yet tijuch 
was learned about the health care needs of poor children fr%a birth to six 
years of age. The evaluation did yield enough data on project approaches 
so that program models can be developed which may be adopted in the Head 
Start progrmn. As an operational program, Health Start did provide health 
services to 20,000 children. 
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OVERVIEW OF THE HEALTH START PROGRAM AND THE EVALUATION 

A. Tht HMlth Start PtBgraffl 
1. Background 

In tha fall of 1970, Dr. Edward Zlgleri then director of the Office 
of Child Davelopaent (OCD), addreaeed a meeting of the American Academy of 
Pedlatrlca (AAP)« He Identified aa a high OCD priority the provlalon of 
health care to lov^lncome pre-achool children, already one of the goala of 
the Head Start program. He proposed the eatabllshment of a demonstration 
program similar to Head Start that would develop new techniques for hei^lth 
service delivery and provide health care for a larger number of children 
than aerved In Read Start. 

On January 22, 1971, OCD planners met for the first time to consider 

an operational strategy. Within the next month, more meetings helped to 
formalise the plans for a small national program,^ and by mid-February, 
the OCD Assistant Regional Directors (ARDs) received the Health Start gulden- 
lines. Bach regional office was expected to assign a staff member the 
responsibility for regional Health Start planning, site selection and 
project monitoring. The regions had three and ons'-half months to develop 
plans and to solicit, review, and submit proposals to the national office. 
By early May 1971 most of the 29 project sites had been selected. By late 

T The 197W2 national Health Start budget was $1,205,200 (which 
Included $251,000 from the Region VI Head Start monies), and the 1972-73 
budget was $1,376,183 (which Included a larger commitment of Region VI and 
additional money from the Indian and Migrant Program Division) . 
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Jun0i some projects had hired their staffs, sent coordinators to a training 
conference In Washington, D.C« and begun operations. 

Health Start served approxliaately 20,000 children over two years-*10,010 
from June 1971 to June 1972 and 9»835 from June 1972 to June 1973.^ The first 
year program operated at 29 sites and then in the second year program at 30 
different sites across a total of 28 states an<} Puerto Rico, Health Starts 
were located In cities. In Isolated rural sections, and In areas covering 
both a city and Its surrounding areas* 

Usually Health Start projects were located In Head Start communities and 
were, In some cases. Indistinguishable from the Head Start program. However, 
most projects took advantage of guideline flexibility. For example, they 
chose to serve children from birth to school age or only three, four and five 
year olds^ to operate temporary clinics or schedule Individual appointments 
with physicians and dentists, or merely to. add a health care component to 
existing day care centers* Their target areas were as limited In scope as a 
New Mexico logging camp and as broad as 10 Oregon counties* 

2 

Because the 1971-72 program was completely decentralized, program 
responsibility fell only on those working at the project level* In both 
program years, each Health Start project was to have a ^^health coordinator*' 
hired for a full year to oversee the administrative duties and to ensure 
that the children received needed care* In some cases » If the coordinator 
was a nurse, he or she also provided some of the health services* 



1* The national goal for the 1971-72 program was to serve 10,000 
children, and the expected number to be enrolled In the 1972-73 program 
year was 12,240, at planned per child costs of $120 and $114 respectively* 

2. The administrative structure for the 1971-72 Health Start program 
was weak with no real accountability at the project level, the regional 
level, or even at the national level* 
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The 1971-72 program had no national director, and except for help from 
the AAP coneultants assigned to Che program^ the first year projects re- 
ceived little technical assistance In the development and operations of their 
programs* Because of the obvious need for program direction, especially In 
such a demonstration effort > a national Health Start director was appointed 
for the 1972-73 program. 

The 1972-73 Health Start program differed little from the first year 
effort » However, planning for the 1972-73 program resulted In the following 
changes or additions; (1) the appointment of a national director, (2) more 
precisely stated guideline requirements, (3) excludlon of children previously 
enrolled In Health Start or Head Start, and (A) greater Involvement of other 
HEW agencies In the planning and operation of the program* 

2« General Requirements 

Health Start projects were to carry out the following national ob- 
jectives: (a) ^'coordination** (utilization) of HEW and other existing health 
resources, (b) provision of health cure to children enrolled, and (c) de- 
velopment of new techniques to deliver that health care. Each Health Start 
child was to receive a minimum regimen of health services to Include: 

. . Detection Program of Required Services : Detection services 
must Include screening linked with subsequent diagnostic 
assessment* Minimum detection services required are: 

1. Medical and developmental history 

2. Determination of Immunizations needed 
3* Physical screening 

4. Laboratory screening through hematocrit or hemoglobin 
determination and urinalysis 

5. Vision and hearing screening 

6. Preliminary dental screening to establish priorities 
for treatment** 
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i treatmant Program Linked to Detection Proceea i An organized 
treatment program muat Includes 

li Treatment of all health problems detected 

2. Providing needed Immunlcatlona 

3* Basic dental care services defined as follows: 

a. Diagnostic examination Including x«*rayo 

necessary to complete needed treatment 
b« Dental prophylaxis and Instruction In 

self care oral hygiene procedures 
c» Topical fluoride application 
d» Restoration of carious (decayed) teeth 

with silver amalgam> silicate cementi 

plastic materials, and stainless steel 

crowns where Indicated, with careful 

consideration for the health of the 

dental pulp« 
e* Extraction of nonrestorable teeth and 

other services required for the relief 

of pain and Infectlon.^'l 

Projects could also Include — for some or all of the chlldren**-addltlonal 
tests for such conditions as sickle cell anemia, lead poisoning, strep throat « 
Besides ensuring that each child receive all needed health care during the 
program year. Health Start projects were expected to provide health education 
to parents and children and to make arrangements for continuing care for as 
many Health Start children as possible. 

3« Coordination of Resources 

The guidelines for both Health Start program years called for **co«* 
ordination'^ of HEW and other resources* This term, used extensively In the 
Department of Health, Education and Welfare, Implies action to reduce the 
fragmentation of federally sponsored health care programs* Health Start 
called for HEW action — cooperation and collaboration of three HEW agencies: 



1* See Appendix A for 1972*-73 Health Start guidelines. 



ERLC 



II-5 

the Office of Child Development (OCD) » Social and Rehabilitation Services 
(SRS) » and Maternal and Child Health (MCH)---at both the national and regional 
office levels* The hope was that Health Start could demonstrate that HEW 
agencies by working together could improve federal child health care delivery* 
Health Start projects were expected to use various HEW and other resources 
in order to minimize the cost to OCD of providing health services to^the 
children enrolled « ^ 
B. The Health Start Evaluation 
1* OCD Research Questions 

At the beginning of each Health Start program year, OCD posed a 
set of research questions to be addressed by the evaluators» In the first 
program year (1971-72) > The Urban Institute developed a reporting system 
and monitored the Health Start projects in order to collect data for 
responding to the OCD questions about project performance « OCD formulated 
another set of questions (similar to the first year questions) for the 
second year evaluation. They appeared in the 1972-73 Health Start guide- 
lines and Included two major questions and numerous sub-questions. 

(1) How can health services for low-income children best be 
coordinated? How feasible is coordination of federal , state 
and local resources to meet the children's needs for detec- 
tion) treatment I entry into an on-going health care system, 
and health education? 

(2) What are some innovative ways to provide health detection, 
treatment, entry into an on-going program and education that 
could be adopted by summer and full-year Head Start programs? 
What new ways to provide these services are relatively in- 
expensive, work well and offer promise of reproducibility? 
What examples of experimental approaches developed by Health 
Start can be recommended for wider adoption in child programs? 
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Some of the eub-queetlond, which vere to be addressed In the evaluation, 
are listed below s 

(1) Is a service coordination approach feasible in delivering 
services for children? This effort will evaluate the use of 
Title XIX and other resources » including (but not limited to) 
such questions as the following} 

(a) In what ways were services coordinated in areas with many and 
few resourced (as defined by OCD)? 

(b) How was this coordination brought about? 

(c) What was the anticipated and actual support obtained through 
coordination? How much was required in direct payments to 
provide what service to how many children? Under what cir« 
cumstances was service coordination most effective? What 
approaches worked best in areas with many and few resources? 

(d) What resources existed in areas to be served? What new agree** 
ments were reached? 

(e) Were there any "trade-offs" in providing service through 
Health Start that meant reduction in number of chllilren 
reached or level of care ordinarily provided by cooperating 
agencies? 

(2) Could the existing agencies absorb the extra load (Health 
Start) or were Health Start children served In lieu 
other possible recipients? 

( 

(3) How effectively did the projects meet the Health Start goals, 
including: 

(a) Number of children registered for specific activities 
initiated by the program. 

(b) Number of children served, type of health problem Identified 
and treatment provided. 

(c) The success of the health education component « 

e How was health education provided to children, parents 
and staff? 

e What was the content of the health education program? 
e What did staff, parents and children learn about health? 
e How was the health education knowledge put to use? 
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(d) The 8UCC668 of the entry-lnto-*an-ongolng delivery system 
component t hov tneny children entered Into en ongoing 
prevention/treatment health delivery system as a result 
of Health Start? 

(4) How are Health Start project results related to community 
characteristics? to characteristics of pre**exl6tlng 
medical services? to project characteristics? 

(5) What Innovative approaches to health delivery have been 
developed that could be tised by summer or full«*year Head 
Starts?! 

2« The Evaluation Design 

The Urban Institute developed an analysis plan for the second 
2 

year evaluatloni based on the OCD research questions and on the Health 
Start guidelines. The plan Included extensive data collection from 
the Health Start projects » both through project reporting and through 
U.I. monitoring visits. Plans also called for Interviewing HEW agency 

personnel at the national and regional offices i as well as some state 

I 

health and welfare "personnel » jpubllc and private health agency staffs In 
the Health Start communities » and local Head Start personnel. 

Figure II-l shows the major factors considered In evaluating the 
Health Start program: the characteristics of Health Start chlldreni the 
communities » the projects; the role of the Office of Child Development 
In the design and operation of the program; the use of other agency 
resources In the Health Start program; and the attempts of projects to 
meet the program goals. 



1. See Appendix A. 

2* See Garth N. Buchanan and Leona M, Vogt, Health Start Analysis 
Plan for Second Program Yea r^ Working Paper 96A-2, Washington, D.C., 
The Urban Institute, 1972. 
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Table li«i presents a description of the main data sources used by the 
evaluators. As a major part of the data collection effort, The Urban In- 
stitute designed a Health Start Information system to collect data from the 
Health Start projects. Because the Health Start coordinators were responsi- 
ble for reporting data for the Information systemt The Urban Institute 
trained them In the use of the instruments at the beginning of each pro- 
gram year,^ Throughout the second year^ The Urban Institute made periodic I 
checks to ensure that the reporting forms were being completed properly. 

Xn addition to using the data to evaluate the effectiveness of various 

strategies and to determine the Impact of the program» Information from the 

monitoring visits was used to provide rapid feedback to OCD about} (1) 

project compliance vith the program guidelines and grant conditions » (2) 

a project's managerial efficiency » and (3) the need for technical assistance # 

3« Hethodologiclil Issues Related to the Evaluation of the 
SecondnXfar Health Start Program 

This section of the report deals with methodological issues raised 
by the evaluation design of the second year Health Start program* The 

2 

Urban Institute presented its analysis plan for the second year evaluation 
(1972-73) to the Offline of Child Development in October of 1972, and OCD 
reviewed and approved it at that time. This analysis plan translated the 
Health Start guidelines developed by OCD and policy-relevant questions 
(about the performance of Health Start) into research questions amenable 

1. Several 1971-72 Health Start coordinators were consulted at the 
end of the first program year concerning revisions of the evaluation in- 
struments. They were particularly helpful in suggesting changes to re- 
duce reporting errors and to increase the usefulness of the reporting 
forms to the projects. 

2. Garth N. Buchanan and Leona M. Vogt, Health Start Analysis Plan 
for Second Program Year , Working Paper 964-2, Washington, D.C., The 
Urban Institute , August 16 , 1972. 

o 
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project 
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Quality of d<<ta 
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Few projecte re- 
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Health Stcrt 
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Health Start 
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Health Start projecta. 
Alao included intlrvieva 
with coopereting and noi> 
coopareting HEW egen^le^ 


Collected during two 
dey eita vieite by 
U.I. eta/f, con- 
ducted terly in 
prograa yeer 


Cxtenelve proceee 
data uaed to claaalf) 
projeete & consunl- 
tiee end identify 
probleoie and proala- 
ing approachee 


HEH Hatlonel and 
Rational Intervieve 


Extent of activities to 
eaelet projecta in coor* 
dination of teeourcee 
and conatraifita to 
coordinator* 


Peraonal intervieve 
vlth nine national 
end )1 regional 
ateff Maberi 


Ihatbar of regional 
intervlm migd. 
The nu^r dapeodad 
on tho oktant of 
laalth Stert getivit^ 
in tho region ( 


Telephone Survey 
on Htfdlcald 


Reaaona for Health start 

rolled in Hedicald end 
project ectivitlee in 
raletlon to EPSDT 


Conducted 

DACtfnIlAv t07^ 


1 

i 

1 


Telephone Survey 
on Heelth Cducetlon 


Oueetione related to 
project content end 
epproech 


Conducted in 
Spring 1973 


Plenned ti*l» parent 
aurvey dropped be* 
ceuee of findlnga 


[)ueetlonnAlre for 
tieelth Coordlnetore 

so Ccotdlnatlcn 
^ctlvltlee 


Infonaation on coatecte 
and resulte of coordit^a* 
tlon efforti 


Coetpleted by 
coordin«tora at 
follow-up coordlna- 
tora^ conferencee 


Hot all projecte 

aubattted the 
queatlonnaire 


'Pie Charta*" 


Allocation of project 
•teff tlffie by ectlvlty 


Completed by 
coordlnntora at 
follov-up coord Ina- 
tore' conferencca 


Not ell projecta 
subattted the 
queetlonnaice 
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to analyala. From this plan, The Urban Inatltute daveloped evaluation 
modela to obtain Information for answering theae research questional 
Since the approval of that plan, however, OCD t&ade the final decision not 
to continue the Health Start program for a third year.^ Consequently, 
the parts of that plan which were directed. at detecting potentially suc- 
cessful procedures for testing In a third year of Health Start are now 
less Important « 

Given the current status of the Health Start program. It seems that 
the moat useful evaluation results for OCD are findings about the preva- 
lence of health problems In this population of children^ the coats of 
detecting and treating those problems, *and the amount of care that one 
could expect to be available at no cost to a program like Health Start. 
Such Information could be useful to OCD and others for planning purposes 
In Head Start and day care programs and to other agencies for planning 
new programs to provide health services to similar populations of children. 
Furthermore, because of the characteristics of the 1972-73 Health Start 
program. It was not possible to Identify successful procedures and 
approaches for the efficient delivery of health services that could be 
transferred with great confidence to other programs* 



1. In March 1973 The Urban Institute was asked by OCD to formulate some 
options for a third year Health Start program* In response to this request 
some optional designs for a planned variation demonstration and the rationale 
for conducting such a demonstration were developed In a memorandum to Helen 
Howerton, "Options for a Third Year Health Start," March 16, 1973. 

O 
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Thi» methodological IsBuea addreased In thia aactlon relate to (1) 
the conatralnta tmpoaed on the evaluation by the characterletlca of the 
program and (2) the availability t reliability, and validity of data 
collected by The Urban Institute. An underatandlng of theae laauea la 
eaaeiitlal to appreciate the etq)haala placed on incidence and coat ln<*^ 
formation In the report and to Interpret the findings presented In 
Chapters III through VUl, 

a* Constraints on Evaluation Resulting from Program Characteristics 

The characteristics of the program to be evaluated place con-* 
stralnts on the types of evaluation information one could obtain and/or 
the confidence one could expect to place in that information* As stated, 
the major purpose of the Health Start program was to Identify successful 
techniques and approaches to ensure the delivery of health services to 
economically disadvantaged children under alx years of age. The evalua- 
tor's ability to obtain these types of Information, however, depended to a 
significant extent upon the design and operation of the Health Start program* 

To demonstrate what is meant by ^'constraints," it Is necessary to 
classify programs into three typ^s: experiments, planned variations, or 
natural variations* An experimen t involves (1) systematic variation 
of certain independent variabl^^s in order to estimate a response function, 
(2) randomization to control for variations in other unknown exogeneous 
variables, and (3) sufficient replications to ensure that particular 
accuracy and confidence requirements are met* 

A planned variation "tests out" different well-defined treatments by 
setting them up as different projects. Vfhile a planned variation Involves 
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repllcatloni It does not necesdarlly Involve systematic variation or random-- 
Ization* Consequent ly» the confidence one has In the results o£ a planned 
variation may be less than one has In the results of an experiments In a 
natural variation (the typical form of demonstration program), a problem 
area Is Identified » objectives are set» and ''sponsors'' are left to design 
appropriate projects to meet these objectives* This kind of program does 
not Involve systematic variation or randomization! Because the models to 
be tested are left to the discretion of local sponsors » there Is no assurance 
that any one treatment will occur naturally In enough situations to achieve 
sufficient replications of the models to allow confident estimates of re- 
lationships between Inputs and outputs* 

The 1971-72 Health Start program was based on a natural variation ap- 
proach* Twenty-nine projects were Involved » varying in grant sl2e» number 
of children enrolled » staffing patterns » operational settings » amount of 
resources used* and success in terms of providing (or ensuring) the needed 
health care* As expected* there were very few procedures or strategies 
that were common to a large enough number of projects to allow the evalu- 
ation to establish relationships between these procedures and the success 
measures with any degree of statistical confidence* However* several 
hypotheses emerged from the evaluation that were worth testing in the 
second year* 

For the 1972-73 program* The Urban Institute strongly urged that 
a planned variation approach be adopted so that some of the hypotheses 
detected in the first year of Health Start could be tested in the second 
year* With enough control and replication^ it might have been possible 
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to determine If the procedur^B or strategies could be transferred with 
reasonable assurance of success to other programs offering health services 
to children* This advice was not accepted, and so the second year program, 
like the first, was a natural variation approachi A comparison of the 1971* 
72 and 1972«-73 programs presented In the Year Two Interim Report^ showed at 
that time that there was very little difference between the first and second 
year programs* 

Because Health Start took the natural variation approach In 1972--73, and 

because there will be no 1973-74 Health Start program In which to further 

test hypotheses, this report places major emphasis on health problem In*- 

cldence data and on estimates of the costs of providing services to this 

population of children* These Incidence and cost data are particularly Im-- 

portent and useful for Head Start and day care policy decision* Although 

there are observable relationships between project characteristics and mea** 

2 

sures of effectiveness, in the light of program constraints, this type of 
analysis Is less Important^-'especlally since there Is no third year Health 
Start program planned, let alone a program run as a planned variation 
demonstration* 

b* Presentation of Results 

Four types of results are presented In this report: (1) coordination 
of resources, (2) delivery of health services^ (3) characteristics of Health 
Start children, and (4) provision of health education* A brief explanation 
of what Is Involved In each of these analyses will be provided i followed by a 
discussion of the availability and quality of the data on which these analyses 
are based. 

E Leona M. Vogt, et al . Health Start: Year Two Interim Status Report , 
Contract Report 964«*3t Washington, D.C*^ The Urban Institute, December 20> 1972. 
2. See Chapter VI for analysis of these relationships. 

O 
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U) Coordination of Resources ^• 

(a) Focus of the Analysis 

The Health Starts Year Two Inter lo Status Report placed primary 
emphasis on analyzing coordination at the national^ regional» and state 
levels. At that time, the projects had reported very little data about 
their success in making agreements with other agencies. Chapter III of this 
report, however, places primary emphasis on analyzing the local level 
success in obtaining coordinated resources* In addition, the analysis 
attempts to determine the degree to which efforts at the national, regional 
and state levels aided the local projects in securing commitment for*funds 
or services from other agencies. 

(b) Source and Quality of the Data 

Data used for this analysis were obtained from National and 

Regional Interviews, from the Field Visit Reports, from the Planning Formats, 

and from the Health Start Expenditure Forms. ^ Other major data sources were 

2 

The Urban Institute-*prepared Compendium of HEW Resources (a guide to funds 

and services theoretically available to all Health Start projects) and 

3 

Health Start Project Profiles (a listing of resources available for each 
Health Start community) • 

The national and regional HEVI interviews and the Health Start Field 
Visit Reports provided information on problems, constraints, and/or successes 
of coordination at the local levels. The national, regional, and state 
level interviews provided data on both the amount of effort expended to 
coordinate different health service resources and on the feasibility of 

E See Health Start Analysis Plan for Second Program Year (Urban 

Institute Working Paper 964-2). 

2. See Appendix E. 

3. Ibid. 

O 
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coordinating HEW (and other) resources in a program like Health Start* 
While these interviews were highly structured to ensure consistency i the 
reliability of the information obtained is very dependent upon the individ- 
uals who were available to be interviewed and their awareness of the dls- 
tribution of various program funds at the local level. Extensive efforts 
were made to ensure, insofar as poseiblei that appropriate individuals would 
be available for interviews and that the questionnaire would facilitate 
later cro8S**checking of different individuals' interpretations of the same 
situation* Time and financial constraintSi however^ precluded any system- 
atic atter^^pts to obtain quantitative estimates of the reliability of these 
data. 

In the Planning Formats » projects reported their ability to coordinate 
with the health service community » the constraints on coordination at the 
local leveli and the changes in use of available community resources • These 
reporting forms gave apparently reliable information''' about many different 
types of donated resources that projects were able to obtain from federal 
and state programs and from the local health service community. 

The Health Start Expenditure Form was developed to capture the actual 
costs of an operation i including expenses Incurred by other agencies which 
committed funds and services for Health Start children. However i as 
explained earlier » the reported costs associated with these services do not 
seem to be reliable in spite of the apparent validity of data on numbers 
served and services provided. 

~ Ti The information on the Health Start Planning Formats was verified 
later by comparing It with data reported on the Health Start Expenditure 
Forms • 
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(2) Health Services Resulte 

Data concerning the amount, type, coet, and variation of health 
eervlces provided can be classified Into three areas of analysis with three 
somewhat different purposes* 

(a) Identifying Effectiveness 

Whenever possible, health service data have been used to Indi- 
cate the effectiveness of certain strategies and methods of operation* 
Chapter VI analyzes various project characteristics to determine which 
types of projects were most successful in achieving the Health Start program 
goals. Conclusions» however, are limited due to the number of uncontrolled 
project variables. 

(b) Iftpresentatlve Sampling of a Population and Cost of Health Delivery 
The children enrolled in Health Start can be considered a reason^ 

ably representative (and certainly a large) sample of economically dis- 
advantaged children under the age of six. Moreover, Health Start program 
data can be considered reasonably representative not only of the larger 
Title XIX program, the Head Start and day care programs but also of the 
target population for other tjrpes of future health programs— including 
national health Insurance— that the government might direct at this same 
population. In this light. Chapter VIII presents data on the prevalence 

of health problems in this population of children and Chapter VII, the 
amount it costs to gcreen, diagnose, and treat the array of health problems 
characteristic of these children. This kind of analysis attempts to make 
accurate estimates of the prevalence of various types of health problems 
in a population similar to Health Start^s and of detection and treatment 
costs for economically disadvantaged pre-schoolers. 
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(c) Th« Problems of Variable Measurements 

In the Health Start Interim Status Report^ and In subsequent 
analysed of 1972-73 data, there la greater project variability In many 
measurements than can be reasonably attributed to true variance among 
children. Estimating the possible magnitude of this error variance is 
a third type of analysis and is important for Interpreting the incidence 
and cost data. To identify the different possible sources of error vari- 
ance, the delivery of health services can be viewed as a series of cats*- 
gorlzatlons based on Imperfect measurements • Different sources of error 
can be identified in the measurement process, and costs can be attached to 
those sources of measurement error. While all sources of variance cannot 
be factored out and costs cannot be attached to all error terms, some estl«- 
mates of these sources of error are necessary in order to correctly inter** 
pret the incidence and cost data described in the reports Appendix F ad«- 
dresses the error variance found in the Health Start program* 
. c» Quality of the Health Services Data 

The health service data were obtained primrlly from the Health 

2 3 
Start Quarterly Health Reports and the Health Start Expenditure Forms, The 

Quarterly Health Report data appear to be quite reliable as to the number 

of children server* and the types of services provided. The coordinators 

were carefully trained In the use of these reporting forma, and constant 

checks were made throughout the year to ensure that the forms were being 

properly filled out. Also, because the forma were designed to assist the 

coordinators in managing their projects as well as to report health services 

^ 1^^ Leona M. Vogt, et al , Health Starts Year Two Interim Status Report , 

Contract Report 964--3, Washington, DsC.> The Urban Institute, December 2, 1972* 

2. See Health Start Analysis Plan for the Second Program Year (Urban 
Institute Working Paper 964-2) « 

3. Ibid * 

O 
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given, this method of reporting was more valuable to the project and more 
reliable aa a data source 

The cost data from the Health Start Expenditure Forms on the other 
hand were less complete and suggest many more problems than data from the 
Quarterly Health Reports. In general, the reporting of Health Start grant 
expenditures seems to be reliable, but one problem was that the data were 
often Incomplete i By the final reporting period, a few of the Health Start 
Expenditure Forms were still missing data for services given but not yet 
billed; consequently, grant expend Itu es might be somewhat underestimated. 
Also bome projects did not separate screening costs from treatment costs; 
this reduced the validity of the more detailed cost analysis. 

Moreover, there are several reasons for viewing the reported dollar 
value of services provided to Health Start children at no cost to OCD as 
unreliable* One reason Is that project coordinators computed Information 
about the costs of coordinated services only when filling out The Urban 
Institute forms* Also, because the agencies donating services did not 
always record these data In i^nlt costs for their own management and account- 
ing purposes, the Information was difficult If not Impossible to obtain* 
However, Information on the number of children served by other agency funds 
and the types of services these children were provided Is more reliable* 
Consequently, In the cost analysis, estimates of services received at no 
cost to OCD have been made based on the assumed value of various types of 
services. 

1* This opinion was confirmed by most of the coordinators who, at 
the time of The Urban Institute monitoring visits, reported that the 
Quarterly Health Reports enabled them to keep track of what they had done 
and what needed to be done* 
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(3) Health Education Information 

(a) Focus of the Analyais 

Originally » The Urban Institute Intended to conduct a survey of 
the parents of Health Start children to determine how effective the educa-- 
tional program had been in providing needed health information. After 
making a telephone survey of health coordinatorst The Urban Institute and 
the Office of Child Development realized that projects had conducted very 
little systematic health education and agreed that the information that 
could be obtained from such a survey was not worth the cost. Consequently* 
they abandoned the idea of a parent survey* Chapter VI presents primarily 
descriptive data on the extent to which projects met the guideline require- 
ments and on primary approaches taken by eight Health Start projects. Ap*- 
pendlx B describes why the parent health education survey was abandoned. 

(b) Source and Quality of Data 

The data for the health education part of the evaluation were 
obtained from the Field Visit Reports, a telephone survey, the Quarterly 
Health Reports, and the Health Start Expenditure Forms. The telephone 
survey, of course, has the same reliability drawbacks as found in the » 
Field Visit Reports, but it occurred some months after the collection of 
the site^-vislt data. Consequently, some reliability checks have been made 
by comparing the results of these two data collection procedures. In 
addition, evaluators cross*-checked the telephone survey with the Quarterly 
Health Reports and corrected data if the source of the deviation could be 
identified. 



CHAPTER III 

MEETING PROGRAM GOALS: 
COORDINATION OF RESOURCES 

Ai The Requirements 

The term ''coordination'* has special meaning for the Department of 
Healtht Education^ and Welfare. In terms of health It Implies the coopera*- 
tlon and collaboration of agencies and programs In reducing the fragmenta* 
t Ion of health services to Individuals vho need health care« Theoretically i 
this Integration of health resources can take place at various levels i 
federal, regional, state i and local* Functionally, service coordination 
can come about through policy changes, through cooperating agreements made 
among agencies, by individuals acting as advocates for specific populations, 
or on an ad hoc basis to meet the health needs of particular persons. 

In effect, these potential activities and participants were implied 
in the first and fourth objectives of the 1972«-73 Health Start program 
guidelines t 

To demonstrate the feasibility of a service coordination 
approach to health care delivery for low income children 
in areas where health resources vary from few to none to 
many, • • • to develop new administrative mechanisms which 
will assure Improved utilization of local, state, and 
federal resources in providing health services.^ 

The 1971-72 Health Start evaluation indicated that little activity 

took place in the first year at the national and regional HEW levels to 

change agency policies and procedures to improve service coordination or 

to aid projects in using various types of resources. Therefore, the 

1. See Appendix A* 
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1972'»73 guld«Unt0 emphasleed the need for a mote foraallsed working 
relationship between Health Start and existing health resources / on«»golng 
collaboration to meet objectives, and the encouragement of joint planning 
and agreements for the use of funds and resources. Such lnter-»agency 
activity could Include the headquarters and regional staffs of the Office 
of Child Development (OCD) i the Health Services and Mental Health Admin-* 
Istratlon (HSMHA) and the Social and Rehabilitation Services (SRS)* In 
addition, the guidelines encouraged local projects to maximize use of 
resources such aa the Title V Maternal and Child Health Program and the 
Title XIX Medicaid early Identification and treatment program.^ 
B» Health Resources Potentially Available to Health Start Projects 

Title V and Title XIX are the two largest potential sources of 
federal support for health services for a target population like Health 
Start. ^ Title V Maternal and Child Health Programs provide health care 
either through federally* funded projects or through the state health 
departments. The largest MCH programs ares 

e Formula grants to the states for maternal and child health 
health service programs . The services vary from state to state but 
Includes well-child conferences, immunizations, vision and hearing 
screenings, dental screening and treatment, and nursing services. 
(Federal funds available In FV 1973s $50 million; the state and local 
governments match 67 percent of the federal grant.) 

e Formula grants to the states for Crippled Children's Services 

(CCS) . States sponsor field clinics and also will reimburse Individual 

providers for services to children who have crippling or potentially 

^ 1. See Appendix A. 

2. See Appendix E for the Compendium of HEW Resources prepared by 
The Urban Institute to determine the resources available to economically 
disadvantaged pre-school children. 
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ctlppllng conditions. Diagnostic services ate available to all children 
under 21; hovever» treatment services are lltnlted to the economically 
disadvantaged. (Federal funds available in FY 1973; $20 mlllloni states 
must match 60 percent of federal grant*) 

• Children and Youth Projects (C&Y) • Federal money Is available 
for project grants for direct service. The 59 grantees are primarily 
medical schools > teaching hospitals » and health departments which are to 
provide comprehensive, complete and continuous health care services to 
children l;i low-income areas. (Federal funds available in FY 1973: $53 
million. } 

s Maternity and Infant Care Projects (M&I) . Project grants are 
available for maternity care, infant care, and family planning. The only 
children eligible for M&I services are under one year. (Federal funds 
available in FY 1973: approximately $46 million.) 

• Projects for Dental Health of Children . Eighteen projects pro- 
vide continuous and comprehensive dental care including treatment to 
children 3-10 years of age, (Federal funds available in FY 1973: $1.2 
million.) 

The Title XIX Medicaid program is the largest federal resource for 
child health services, both in terns of dollars spent and number of 
children served. Unlike the Title V MCH programs. Medicaid does not 
provide direct servlce<--merely financial reimbursement to providers for 
health services given to those enrolled in the Medicaid program. 

Even though Title XIX is considered an open-ended appropriation, its 
actual aize as a health resource is limited by the state matching require- 
ments, which range from 17 to 50 percent. Medicaid funds, like the MCH funds 
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for atate formula grants and the Crippled Children's program i are allocated 
to the states partially on the baeis of the number of Individuals In the 
state that the program Is Intended to serve. State Medicaid eligibility 
requirements vary from state to state but Include at a minimum all reclp*^ 
lents of public assistance. Approximately one-half of the statee also 
Include Individuals designated as ^^medlcally-^eedyJ' 

Two Medicaid reimbursement programs had potential usage In the Health 
Start program; 

• The regular Title XIX reljnbursement program , This provides 
essentially episodic medical services* States are required to reimburse 
providers for inpatient hospital services, other laboratory and X'-ray 
services, physician services, and some home health care. Some states 
provide dental and other care as well. (Federal funds allocated In 

FY 1973 J $4 billion.) 

• Title XIX reimbursement for Early, Periodic Screening > Diagnosis 
and Treatment (CTSDT) . Even though legislation was passed In 1967 to expand 
reimbursement provisions for periodic screening, diagnosis, and treatment 
for Medicaid children 0*21 years of age, only now are states In the pro- 
cess of Implementing that legislation. The states were to have offered, 

at a minimum, dental, vision, and hearing screening services to children 
In the age group by February 1972 and to all Medicaid eligible children 
under 21 by June 1, 1973. (Most states did not meet these deadlines; there- 
fore for most Health Start projects, EFSDT remained only a potential resource. 
Other HEW resources potentially available for use In Health Start ares 
e The Community Health Centers . Approximately 55 projects are located 
In areas of scarce health resources. Persons are eligible who live In the 
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dealgnated target areas and meet OEO poverty guidelines. Comprehensive 
health services are available to entire families* 

The Indian Health Services * This resource offers a vide range 
of health care services for both preventive and episodic care. Eligibility 
Is limited to Indians who» In m^)st cases » must live on reservations* 

• Migrant Health Services . Project grants are available to public 
and non-profit private agencies that will match a part of the project grant. 
The projects are usually set up In areas with large groups of migrants or 
seasonal fanaworkers* 

• Community Mental Health Centers . Like the Community Health Centers, 
these operations make care available to residents in certain geographic 
areas* Approximately 400 centers offer inpatient^ outpatient » 24-hour 
emergency carei partial hospitalization » and consultation and education* 
Some CMHCs have special facilities and programs for childrent such as^ 
therapeutic nursery schools, counseling and therapy for parents, and train- 
ing sessions for pediatricians in detecting early problems. (Sliding fee 
scales are required by federal law.) 

e National Health Service Corps . This program provides for health 
personnel (whose salaries are paid by the program) , and It is aimed at 
communities which lack health resources* To datSi approximately 300 person^ 
nel have been assigned. 

• Childhood Lead Poisoning Control Projects * Grants are available 
for local governments who wish to screen children for high blood lead levels 
and then to provide follow-up treatment when needed, emergency medical 
treatment and emergency detoxification of home environments, and an educa- 
tional program to alert the comaiunity to lead-baaed paint poisoning of 
children* 
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In addition to these HEW resources, there are various other possible 

sourcee of health services available to programs like Health Start and 

Head Start* Some of them are: local hospitals, clinics, physicians, 

dentlstsi university departments and schools. Including medical and dental 

schools; private foundations, religious welfare associations, and fraternal 

organizations; and various private firms* The availability of these 

resources varied greatly from project to project* 

C. HEW Efforts at Coordination of Resources In the 1972-73 
Health Start Program 

1* The National Role 

A number of HEW agencies participated In the general planning of 
the 1972-73 Health Start program.^ They met from January to July 1972 to 
finalize general requirements for the 1972-73 program, to review specific 
project proposals, and to discuss the roles of various agencies In the 
Health Start program* 

At an early meeting on coordination, the **natlonal Health Start 
committee" discussed the possible use of Medicaid In Health Start along with 
a staff member from a state Medicaid agency. At follow-up meetings, they 
looked Into the feasibility of Health Start projects receiving provider 
numbers for the Medicaid Early Periodic Screening, Diagnosis and Treatment 
Program (EPSDT) or using EPSDT funds (through other state designated 
providers) for the Health Start screening and treatment program* There 
was uncertainty, however, about developing EPSDT agreements between Health 
Start projects and state Medicaid agencies because of possible state delays 
in implementing the EPSDT regulations* 

n The agencies weret the Office of Child Development (OCD) program 
and reaearch staffs; staff from the Medical Services Administration (MSA) 
in the Social and Rehabilitation Services (SRS) ; Maternal and Child Health 
Services (MCH) in the Health Services Manpower and Mental Health Administra- 
tion (HSMHA); and the Bureau of Health Manpower Education, the Public Health 
Service, National Institutes of Health (NIH)* 



IIW 

At the conalttee level i the SRS/MSA tepreeentatlve encouraged and 
voiced support for any collaborative work that would reault In state agency 
action and the iiaplementation of demonstrations sponsored by the Office of 
Innovations in MSA« (Incidentallyi this repref^entative was one of the 
few HEW headquarters staff nenbers to get involved in local Health Start 
coordination activltiest) At the policy level* MSA encouraged interagency 
collaboration by citing Health Start in the June 1972 EPSDT guidelines^ 
and by urging the SRS regional office staffs to take a leadership role 
in the SRS-OCD collaborative effort* 

Headquarters ^taff of SRS sent three meiDoranda on the 1972--73 Health 
Start program to the SRS Associate Regional Consaisaiohers for Medical 
S^^rvicesi The first memo from the SRS administrator encouraged regional 
MSA participation on the regional OCD interagency committee^ in selecting 
the Health Start sites /and In contacting the state Title XIX agencies* 
He attached to the memo Appendix B of The Urban Institute's first year 

evaluation report (''Medicaid Support for Health Start") to show that "little, 
if any, assistance was provided Health Start programs,"* The administrator 
expressed the hope that the "report for Health Start 1972 will provide a 
more encouraging example of the strength of an integrated service approach, 
a high priority for both the secretary and myself." Another memo indicated 
strong support for the program and included, for the regional offices, action 
steps for involvement in both state agency and project activities s 



\ J. ^?^^ guidelines see Memo to State Agencies Administering 
Approved Medical Assistance Plans from the Assistant Commissioner, Medical 
Services Administration, dated June 28, 1972. 

2. See Appendix C for SRS communications to regional SRS/MSA. 
3« Ibid* 
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A llat of the Htalth Start projects In your region and 
the names and phone numbers of the Health Start Coordinators 
assigned to these projects Is enclosed In (Attachment 1); 
also two copies of each of these Health Start projects 
(Attachment 2), I am asking that your 

(1) Send the title XIX agency a copy of each of the 
Health Start projects In his State, and share with 
him the information contained in Mr« Twiname^s 
memorandum^ and Field Staff Information and Instruc- 
tion Series 126 on this subject* (Attachment 3) 

(2) Arrange a meeting with the regional OCD Health 
Start Representative, the State title XIX agency, 
and the local project coordinators for projects in 
your region to (a) discuss the role that the 
Medicaid program can play in implementing Health 
Start projects In that State, (b) establish channels 
of communication for the Health Start project coor- 
dinator both at the State and local level, and (c) 
work out realistic arrangements for implementing 
interagency collaboration, Including appropriate 
reimbursement arrangements* 

(3) Advise the local Health Start coordinator of the 
time and place of the scheduled Interagency meeting 
in the State Title XIX agency office. 

(4) Advise me by August 25^ 1972 of the results of such 
meetings so that this may be included in the monthly 
status report to the Secretary on OPS programs of 
high priority. 



The Office of Innovations is. planning to undertake several 
demonstrations on early and periodic screening, diagnosis, 
and treatment in the coming fiscal year. You may, therefore, 
wish to consider this possibility In communities where such 
an interagency activity with Health Start might be productive. 
I understand that Dr. Helen Marts has already discussed such 
a possibility with « « # on your staff, and # * * from the 
* . . [State] title XIX agency who attended the Regional OCD 
orientation session ... A preliminary review of the Health 
Start project in • • . gives indication of a good potential 
for Interagency collaboration. Technical assistance in the 
development of such a project will be available on request* 

I know that I can count on your cooperation in this Ineer-^ 
agency effort to Implement the program for early and periodic 
screening, diagnosis, and treatment. . , 



1. Memo to Region I Associate Regional Commissioner for Medical 
Services from the Commissioner, Medical Services Administration, SRS, 
July 17, 1972. 
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2* The Regional Role 

In his cover letter^ for the Health Start guidelines/ Dr. Edward 
Zlgler, then the national director of OCDirealnded aaaletant regional OCD 
directors oft 

The emphasln this year oti developing new techniques In the 
coordination of resources of other HEW programs to make 
medical and dental services available to low income pre- 
school children i • • to ensure the success of the Health 
Start effort I you must work closely with representatives 
of collaborating HEW agencies such as . • . HSMHA and ... 
SRS. Their Involvement Is essential to meeting the 
programme objectives. For your information, attached is 
a copy of SRS's Program Regulation Guide on . . . tEPSDT] 
and their IJ sting of Associate Regional Commissioners for 
Medical Services. 



The attached guidelines described the OCD regional roles as (1) 
working with regional HSMHA, SRS, and the USPHS Dental Division personnel 
to "ensure maximum impact of the resources of these agencies on Health 
Start" and (2) overseeing the establishment of a regional Health Start 
committee to be composed of "representatives of collaborating HEW agencies 
such as HSMHA and SRS." The committee was to (1) assist in suggesting 
possible sites, (2) solicit proposals, (3) recommend proposals to be 

funded, (4) work with the USPHS Division of Dental Health, (5) make grants, 
and (6) monitor grantees. In the proposal review process the committee was 
to give priority to grantees that could demonstrate a collaborative approach 
to the provision of health services. 

At least five regional offices reported a lack of communication 
between the OCD regional representative in charge of Health Start and the 
MCH staff or SRS staff or both. Based on the results of Interviews with 51 



1. See Appendix A for the Zlgler letter and the l<)72-73 Health Start 
guidelines. 
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MUvant HEW staff B«ab«re,* Th« Urban Instltuta found that Health Start 
Interagency activity was limited because various agencies (including OCD) 
considered Health Start a low priority program. Explanations given were 
that (1) Health Start was to have a limited life and, therefore, relative to 
other priorities, was not worth a significant commitment of time, (2) the ^taff 
priorities of other agencies had established Health Start as a low priority, and 
(3) non-OCD staff felt that OCD should stay out of the health business* 

Of the six regions that had Health Start committees, three did 
more than proposal review. One region (1) used the OCD-HSMHA Coordinating 
Committee for Child Development Programs as a review panel for Health Start 

proposals, while another region (VII) used an existing Child Health Task 
2 

Force, chaired by the Regional Medical Director, as its interagency Health 
Start coffifflltteea Region VII committee work successfully demonstrated the 
feasibility of HEW interagency cooperation and collaboration, yet the 
committee's existence and success cannot be credited to OCD initiativea 
The Region III Child Health Task Force selected Health Start as one 
of Its projects, because their goals were compatible with Health Start 
goals, i.e», coordination of child health programs. The committee sched-* 
uled two sessions to review the Health Start proposals, a number of meet- 
Ings to coordinate child health programs (one being Health Start), and 
one meeting to determine the use of EF5DT In the Health Start program* 
In addition, the committee organized and conducted Interagency site visits 

1. The Urban Institute conducted telephone Interviews with the OCD 
regional staff in charge of Health Start to determine the >«iiOunt of Health 
Start interagency activity that had taken place in the regional office and 
to identify key HEW staff to be interviewed. The number of interviews 
varied from region to region according to the amount of Health Start inter- 
agency activity. 

2. This was a sub-group of the Federal Regional Child Health Task 
Force. 

O 



111-11 



Which were paid for by the various participating ngencles. They followed 
these visits to the two regional Health St(&rt projects with specific action 
steps for utilizing federal and state health resources. 

Nine Individuals visited the Portagevllle» Mlssourlt project and 10 
the Carroll, Iowa, project . Three team members participated In both monl^* 
torlng trips (the MCH representative and chairman of the task force, the 
AAP Health Liaison Specialist, and the USPHS dental consultant). Other 
team members Included regional staff from NIMH, DOL, HUD, SRS/MSA, OEO, ^ * 
and state staff from OEO, a Mental Health authority, and a university 
nutrition department. Each team member reviewed a specific project com** 
ponent and prepared a written monitoring report with hln observations and 
recommendations. Then the AAP Health Liaison Specialist sent to the CAP 
directors at each project the detailed Individual reports plus a cover 
letter with the task force recommendations for Improvements. 

Each report concluded with a summary of the action steps taken by 
team members after the site visits. Some of those steps which dealt with 
the use of HEW resources in Hi^alth Start were: (1) the regional committee's 
encouragement of appropriate state agency participation (by sending explan- 
ations of the Health Start program as well as the task force's findings 
and recommendations) and (2) the scheduling of meetings between state Title 
XIX agencies and health coordinators. Admittedly, such a comprehensive 
effort by a regional committee is due to the demonstration status of the 
Health Start program. It would be naive to think that such participation 
could continue indefinitely or that it could function for a larger program 
without the investment of considerabLi resources (staff time and travel 
money) by all participating agencies. 
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Rdgion VII was the only region in which the cottai* ttee-*aa a gvoup-- 
worked on the coordination efforta* Individual ataff neobere In alx other 
regiona initiated aaalatance for Health Start projects by reaching agree** 
menta with federal and state i^gencies particularly in the area of Medicaid. 
For example I in Region I» the MSA ataff organized meetings between State 
Title XIX agency staffs (Maine and Rhode Island) and Health Start coordi- 
nators.^ These sessions dealt with the role of Medicaid In implementing 
the Health Start program, the establishment of communication channels for 
the coordinator at the state and local levels, and '^realistic arrangements 

for accomplishing interagency collaboration including appropriate reim* 

2 

bursement arrangements.** A Region III SRS/MSA staff member organized 

a similar meeting for the Fairmont Health Start project and the West 

Virginia Title XIX agency* 

Other staffs also acted as liaison between local and non«* local agencies; 
Dental consultants In three regions and health liaison specialists In four 
contacted state Medicaid agencies on behalf of Health Start. MSA staffs 
from Region IV and X also spoke with state Medicaid personnel about Health 
Start's use of the Title XIX program* In response to a request from the 
coordinator in Mora, Minnesota, a staff member from the Division of Community 
Environmental Management in HSMHA^s Region V office Investigated the possi- 
bility of conducting a lead screening progran; for that Health Start project* 
The results of HEW efforts to assist projects will be discussed later 

as well aa the HEW agency perceptions of the compatibility of their programs 

with Health Start. 

1. Also in attendance were the AAP Health Liaison Specialist and 
National SRS/MSA staff. 

2. Memo to Maine and Rhode Island state Medicaid agencies from the 
Region I Associate Regional Commissioner for Medical Services, dated 
July 31, 1972. 
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D» EffortB at Coordination at the Project Level 

When interviewed by The Urban Institute » many of the HEW headquarters 
and regional office staff members characterized their roles in coordination 
efforts as minimal and the roles of health coordinators as major. Although 
the OCD-sponsored conferences in spring 1972 and vintei: 1973 informed coor« 
dinators of this responsibility, the coordinators varied greatly in the 
amount of time spent getting commitments for health services* While many 
coordinators lived up to their titles, negotiating with various agencies 
and individuals, others devoted little time to coordination activities » 

1* Reasons for Lack of Coordination Efforts by Projects 

There are several reasons some Health Start projects spent little 
time on interagency coordination: 

• Most of the Health Start services, paid by an agency other than 
Health Start, had been used previously in the local Head Start project and/ 
or in the first year Health Start project. In these cases, little negoti- 
ation was necessary; Health Start coordinators merely set up schedules and 
made other general arrangements* 

• A service package had been developed by contacting very few 
agencies* For example, if a state or local public health department or a 
hospital offered most of the Health Start required screening regimen, the 
coordinator did not think it necessary to make additional contacts for 
free services* 

• The planned Health Start budget itself was to pay for all or most 
of the health care; therefore, several coordinators made no effort to reduce 
the cost to OCD by negotiating for use of other resources* 
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# Fav HEW or other potential resources for use by Health Start 
exldted in the cotamunlty} therefore, there was no opportunity to enter 
local negotiations for such free health care. Most coordinators In areas 
of limited health resources did not attempt to bring nev federal or state 
health grants or health services to the community* 

2. Data Sources and Limitations 

Data in this section of the report are based on various sources; 
the Field Collection Formats, the Planning Formats completed by the proj- 
ects at the end of the program year, the June 1973 Expenditure Formats/ a 
special December 1972 telephone survey of the coordinators about the Medl-- 
cald program, and a questionnaire on coordinatiou of HEW resources completed 
by the coordinators at the February-March 1973 coordinators conferences. 
Almost all of the data from these sources are fragmentary; therefore, the 
following discussion is based on a composite of individual project reports 
of service coordination results. 

During the second series of coordinators' conferences, the health 
coordinators indicated that data recording and reporting on coordination 
efforts were for them the least useful of any of the required evaluation 
reports. This lack of obvious usefulness could account for the poor quality 
of the data received by the evaluators. Furthermore, although the coordi- 
nators expressed their own reasons for '*non-use*' of resources, evaluators 
could not verify all the data through independent analysis or interviews 
of representatives of local agencies. Therefore, Information In this 
section is incomplete and perhaps, in some cases, may be inaccurate. How- 
ever, the general categories of project '*use'^ and '^non-use'^ should be 
accurate* 
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3. Use of Maternal and Child Health Programs in Health Start Projects 
The MCH programs represented the largest potential source of serv- 
ice delivery for Health Start pro/jects* 

a. Project Efforts In Reaching Agreement is with MCH Programs 

Table HI-1 Indicates that the MCH program used most extensively 
by the Health Start projects was the State Formula Grant program which 

provided li)Dmunl«atlons, hearing, vision and some dental screening, 
training workshops and nutrition counseling. Some projects also used the 
health records supplied by the state MCH offices. As Table III-l shows, 
only one project using services available through MCH state formula grants 
had to negotiate new services; the other 18 projects had access to the MCH 
fiervlces primarily because of previous arrangements with the local Head 
Start project or because the services were readily accessible, for example. 
Immunizations through the local public health departments. 

Not as many projects uaed the Crippled Chlldrens' program as used 
the MCH state formula grant resources, yet more projects reported having 
access to Crippled Chlldren^a services (whether they used them or not) 
than services provided through MCH. Of the projects negotiating for use 
of CCS for the first time, seven referred children for diagnosis and 
treatment, while one did not need to use the Crippled Children's services. 
In the latter case, even though the Health Start program was discontinued, 
the local Head Start children may benefit from the negotiations as some 
of the Health Start children did from local Head Start efforts. 

Coordinators reported that the MCH-funded projects (Children and Youth, 
Special Dental Projects for Children, and Maternal and Infant Care) were 
used Infrequently, mainly because they were not in the geographic (catch- 
ment) 'areas defined by the MCH programs. Two Health Start projects 
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TABLE in-1 



RESULTS OF PROJECT EFFORTS CONCERNING 
USE OF MATERNAL AND CHILD HEALTH PROGRAMS 



^N. MCH 
^s. Programs 

Project^S. 
Efforts X. 


State 
Formula 
Grants 


Crippled 
Children's 
Program 


Children 
and 
Youth 
Projects 


Special 

Dental 

Projects 

for 
Children 


Maternal 

and 
Infant 

Care 
Projects 


N 
0 
T 

U 
S 
E 
D 


No Contact 
Made 


0 


J 






4 


Not in Area 
or Lack 
of Funding 


5 


1 


29 


29 


24 


Contacted, 
No Agreement 
Reached 




1 








Contacted! 
Agreement 
Reached > 
Not Used 




1 








Available 
to Project, 
Not Used 
or Needed 




11 






2 


U 
S 
E 
D 


Used In 
Head Start or 
First Year 
Health Start 


18 


6 








Contacted, 
New 

Agreements 
Reached 


1 


7 


1 


1 




Total 
Projects 
Using 
Program 


19 


13 


1 


1 


0 


TOTAL PROJECTS * 


30 


30 


30 


30 


30 



* Amarlllo was eliminated from the analysis; San Juan Summer and Full Year 
projects were considered together because the same general approach was 
used In both sessions. 



111-17 



(Baltimore and Galveston) were in the same city as a C & Y project but out«- 
side the C & Y catchment area* In fact, the target areas for both Health 
Start projects were established because the children were considered not 
to have accetis to health services* 

The two projects in New Mexico were told that they could use the 
M & I project in Albuquerque for high risk Infants, but neither Health 
Start project made any referrals to the M & I project. The Albuquerque 
project hoped to receive some nutrition counseling services for the Health 
Start parents from the M & I project; instead It put together its own 
nutrition program using various guest speakers. (Four Health Start proj-^ 
ects within geographic boundaries of M & I projects did not explain their 
non«-use of M i I services.) Only one project (Dayton) used a C & Y project, 
and one other (Carroll) used a Special Dental Project for Children. 

b. Results of HEW Assistance in OCD-MCH Interagency Coordination 

With the exception of the Region VII Child Health Task Force 

efforts, no regional or national assistance was offered to Health Start 

projects in gaining access to MCH resources. The Region VII medical 

director contacted the state MCH and Crippled Childrea*s program staffs, 

told them about . the Health Start program^ and encouraged them to cooperate 

with the Health Start project in the state. However, it is difficult to 

determine the effects of these actions, because the Carroll project had 

contacted both agencies in advance of the regional contacts and the 

Portageville coordinator had used both program resources in the first year 

Health Start and in the Head Start projects. In any case, both projects 

used MCH programs.^ Three projects (Grants, Mora, and The Dalles) reported 

1. Both reported using Inmmnlcatlons supplied through the MCH 
formula grants to the states; Carroll also made referrals to Crippled 
Children Vs and benefited from a dental training workshop sponsored by 
an MCH-funded special dental project for children. 

O 
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dlscuesiona with MCU state agencies In vhlch they Initiated the contacts 
without HSW asalstance* 

c. Constraints in the Use of MCU Progranid 

The two reasons nost often cited by HEW regional office staffsi 
Health Start projects, and local MCH staffs for not using MCH program 
resources werei location (different MCH and Health Start project boundaries) 
and lack of HCH funds (primarily in reference to the state formula grant 
programs). One Health Start project (San Juan) indicated that the Crippled 
Children's program was overloaded and that a cut-^back in services was 
expected. Several other Health Start projects and regional office staffs 
Indicated that the states were not coaalttlng the matching funds for 
Crippled Children's services » and some programs were awaiting word from 
their state legislatures about funding* 

Because it is impossible to separate federal MCH funds from state and 
local resources supporting local public health departments* only general 
comments can bo made about the availability of MCH--funded services 
provided through those agencies. Although Head Start projects often 
used immunization clinics run by the health department, at some sites, 
two problems hampered such uses lack of transportation for the Health 
Start children and lack of public health department staff to handle large 
groups of Health Start children* Health Start also used well-baby clinics 
extensively in spite of the facts that the scheduled locations and timing 
of clinic operations were not always convenient for Health Start and 
that, in several projects, local medical societies opposed the operation 
of such clinics in the communities. 

What la not surprising (given the goals of public health departments 
and possibly their lack of understanding of the Health Start goals) is 
that officials from six public health departments felt that Health Start 
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ofl#r«d tto pottlblllty of coord Inttioa txltting r^toutcts and that It only 
duplicated axlstlng raaourcea, Flva officials felt that the money would 
have been better spent If given to them; consequentlyi for them, coordination 
n^ant competition and an additional layer In the bureaucratic atructure^ 

4. Use of Title ZIX In Health Start Projects 

Title XIX (the Medicaid program) la the largest single resource 
available for health care for econosdcally disadvantaged children from 
birth to six years of age. This was true even before the Implementation 
of the Early Periodic Screening, Diagnosis and Treatment (EPSDT) regulation. 

Generally, using Title XIX funds required little Health Start effort, 
because the Medicaid reimbursement process for certain services Is 
relatively automatic. The recipient of services need only be enrolled 
and the Individual service provider authorised by the state Medicaid . 
agency to merit reiaburteaent for services. However, Health Start projects 
still needed to find providers who would take Medicaid patients and to 
determine the eligibility status of the children so that appropriate 
agencies would be billed. In practice, this was not a simple process, 
because in some communities it was difficult to find physicians and dentists 
willing to accept the bureaucratic processes and the long waits for payment 
that are characteristic of Medicaid* 

Negotiating for funds available through the newly-* implemented EPSDT 
regulations was even more complicated. The early series of coordinators' 
conferences as well as the Health Start guidelines had emphasized the 
use of EPSDT funds by Health Start. But because the regulations were still 
in the process of being implemented by the states, negotiations were 
complicated, time-consuming, and generally fruitless. This was due both 
to the state actions and to the nature of the Health Start program. 
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a. Projiot Bffortt in Uit of TltU XIX Funds 

Th«ri «r« flvt gtntrftl typ«t of Activities that Usalth Start 
projects could have undertaken to enaure ttaxintum use of Title XIX funds t 

checking eligibility of Health Start children early in the year in 
order to benefit from as many reimbursement services as po8Sible» (2) 
arranging for Medicaid enrollment of children vho are eligible for Title XIX 
benefits/ (3) finding providers vho accept Medicaid patients, (4) billing 
the state Medicaid agency for all eligible aervicesi and (5) securing an 
BPSDT provider number or arranging with a atate'-designated EPSOT provider 
to be relabursed for screening and other components of the Health Start 
programs 

(1) Medicaid Eligibility and Enrollment of Health Start Children 

The most obvious reasons for Health Start not using the Medicaid 
program extensively were that children were not eligible and thati even 
If they were eligible i they were not enrolled « Both state eligibility 
criteria and local enrollment processes are so complicated that they might 
have discouraged enrollment. 

(a) Bligibility Status of Children 

One of the most obvious explanations for Health Start projects' 
not using the Medicaid program is that at least 42 percent of the Health 
Start children were reported to be ineligible for state Medicaid assistance. 
Since requirements vary from state to state (and in, some cases, from 
county to county). It is difficult to cite all of the reasons that Health 
Start children were ineligible for Title XIX benefits. 

In e special Urban Institute telphone interview about Medicaid, 
Health Start coordinators indicated that family Income and employment 
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status vni tht tvo tasjor rsasons for Health Start chlldran not being 
eligible for the Medicaid program* More specifically, families were not 
recipients of public assistance i were not receiving aid to dependent 
children, or did not meet the state definition of /'Categorically Needy." 
Other reasons were that the head of the household was employed « that the 
family was intact (in other words, the father was in the home), or that 
the family had health insurance. One coordinator said that state welfare 
requirementa iixcluded from Medicaid families who owned or were buying 
a home. Another coordinator in a different state said that state Medicaid 
regulations excluded families who owned a car over $750, and this 
rendered Ineligible a large portion of the Health Start children In that 
rural project. 

Several projects (Dayton, The Dalles and Hillsboro) enrolled migrants 
in stream, therefore, the children were ineligible for state Medicaid 
benefits because they did not meet Medicaid requirements in the states 
In which they were when enrolled in Health Start. The children in Health 
Start projects serving "home-'based" migrants (AmarlUo and Ft. Lauderdale) 
did not have this problem but they were seasonally excluded-^-as were 
chidroi of farmworkers in other projects-^because of their family*s 
changing employe t status » O^^e project chose to enroll a large number 
of children whose parents were enrolled In che WIN (Work Incentive) 
program. These children were automatically excluded from state Medicaid 
benefits because of their parents' improved employment status. In only 
four projects (Penobscot, San Juan, Vest Palm Beach, and Mora) were 
most of the Health Start children eligible for the Medicaid program. 
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(b) Enrollment Status of Chlldtan Eligible for Medicaid Btnafita 
Table III**2 shova that almost all of the children enrolled in 
the Title XIX program were enrolled before they entered Health Start « 
One percent of the Health Start children were enrolled in Medicaid during 
the program year I and 23 percent known to be eligible were not enrolled 
in the Medicaid program. 

Clearly I some projects did not feel it was their responsibility to 
assist the enrollment of children in the Medicaid program « A few projects 
did not encourage Medicaid enrollment i because they (or the parents of the 
Health Start children) thought the Medicaid program carried the stigma 
of being on welfare. One project reported that the local Social Services 
department did not pursue the enrollment of new families so that it 
could "keep the welfare rolls down*"^ Another project reported that the 
local welfare department ^^considers each casa independently;" therefore, 
the project coordinator had no assurance that children referred to the 
Social Services department would be enrolled. 

Whatever the attitudes » the Health Start projects could refer 
eligible children to the local Medicaid agency but not directly enroll 
them in Medicaid* Health Start project staffs offered no rationale for 
not knowing the Medicaid eligibility status of the Health Start children-*- 
presumably a minimum level effort » Perhaps the parents would not reveal 
this information to the Health Start staff » but, whatever the reason, 
IS percent of the children had unknown Medicaid status. Undoubtedly, 
some of them could have been eligible and enrolled and, hence, could have 
used the Medicaid program for the health services received in the Health 
Start program. 

E The irony is that this particular state offers a very broad 
package of Medicaid services. 
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MEDICAID ELIGIBILITY 
STATUS OP HEALTH START CHILDREN 



§ . ■ 


Enrolled 
Before 


Enrolled 
During 

U fi 

n • o» 


Eligible 
but not 
cnroiiea 


Not 
EiigiDie 


unKnovn 


Missing 
uaca 


Pawtucket, R.I* 


128 


2 


4 


100 


48 


26 


Penobscolji 


138 


2 


496 




1 


1 


Toms Riveti M.Jt 


87 


6 


3 


64 


8 


1 


H Albion, N.Y. 


64 




1 


34 




1 


San Juan. P.R« (Suntner) 


85 










2 


(Full YearJ 


110 












Baltlnoroi Md« 


272 




2 


24 




1 


H Fairmont I U»Vai (Marlon) 


52 






56 , 


1 




H iMiiiiiH ■ (Barbour) 


23 




2 


59 


2 


2- 


Boone « N«C« 


81 


1 


20 


32 


180 


4 


Orlando, Fla. 


28 






149 


I 


1 


^ 1 

Charleaton. S.C* 


24 


1 




268 


5 


6 


West Palm Beach, Fla« 


CO 


19 


113 




4 • 




Flint, Mich. 


253 






103 




6 


> Mora, Mlnnt 


25 


35 


236 


1 


5 


2 


Dayton 1 OhtQ- 


1 






184 






Albuquerque, N.M« 


117 




1 


212 




3 


Oklahoma Clty« Okla. 


316 




72 


307 


17 


11 


> Grants, NiM. 


37 






249 


23 


1 


Galveston, Tex. 


44 




2 


49 


3 




Hammond, La. * 


210 




4 


50 


550 


43 


iHlportaKevlllei Mo. 


131 






7 




124 


I^lcarroll, Iowa 


28 


1 


10 


340 






InlCenter, Colo« 


22 






117 


1 




l^lcedar City, Utah 


20 


1 




125 






l^iMerced, Call£« 


167 






366 




46 


Hlllsboro, Ore. 


51 


7 


1 


147 


1 


9 


X Medford, Ore. 


81 


7 




84 




7 


Coos Bay, Ore« 


101 






18 






ihe DaiieSi ore. 








848 




16 


^ AmarillOi Tex. 














Ft, Lauderdale, Fla. 


359 


12 


16 


188 


220 


12 


TOTAL 


3115 


94 


983 


4181 


1137 


325 


% of TOTAL 


32Z 


1% 


lOX 


42X 


12X 


3X 
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(2) 086 of Medicaid for Rdimburaetnent of Health Start Services 
Only two projects^ The Dalles and Dayton, had no children who 

were eligible or enrolled in the Medicaid program* The rest of the projects 
theoretically could have used Medicaid to pay for some of the health services • 
Ten Health Start projects reported that Medicaid paid for some health carsi 
One reason for the limited use was that most states had not implemented 
the EPSDT regulations; therefore^ most of the services for which Health 
Start could be reimbursed were for episodic medical treatment i 

(3) Project Efforts to Develop Agreements to Use EPSDT 

Eighteen projects made early efforts to reach an agreement with 
the state Medicaid agency over use of EF5DT« However, there were no early 
agreements negotiated by Health Start projects* Over the course of the 
year, 21 of the 30 Health Start projects had discussions about EPSDT with 
state Medicaid agencies* Most of the projects contacted the state agencies 
directly without any outside assistance. In addition, six projects 
initiated meetings and telephone calls to state MCK, public health depart- 
ment and Crippled Children's staffs to try to negotiate an EPSDT contract. 
Two projects reported calling their OCD regional offices for assistance. 

Although only two projects reported using EPSDT for a limited number 
of health services, two other projects reported having agreements with 
the state Medicaid agency or local EPSDT providers by the end of the Health 
Start year. At least two other projects were at final negotiating stage, 
but no firm agreements had been reached. 

Medicaid (through the EPSDT regulations) paid for the medical and 
dental screenings of 15 Health Start children in the Carroll project and 27 
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M^dlcil tetiinlnsi in West PAlm BMch« The Ctttoll tttetMnt vis r^tohtd 
late In the year » which could explain why screening for only one-^half of the 
children enrolled In Medicaid was paid by Medicaid. Because Florida was 
one of the first states to Implement the BPSDT regulations) screening 
some of Health Start children through the public health departments (the 
only state designated EPSDT providers In Florida) should have been possible. 
However I no children were reportedly screened through EPSDT in the 
Orlendo or Ft. Uuderiale projects. In West Palm Beach » SO Medicaid* 
altglble children were sent to physicians* offices for screening instead 
of the health department becausei according to a West Palm Beach public 
health department official t ^^Health Start wants to provide quality care 
and we are using parsprofesslonals in the Medicaid program. ^ 

The Portageville Head Start^Health Start had reached a tentative. agree- 
ment with the state Medicaid agency, pending the commitment of funds by the 
state legislature. The plan was that the Head Start-'Health Start coordinator 
would share with the state her data on the health services already given to 
Medicaid children and, in turn, after Implementation of EPSDT by the state. 
Head Start would be reimbursed for screening Medicaid children. 



1. The Vest Palm Beach case is interesting because the site was 
selected on the recommendation of the Region IV dental consultant who 
thought that West Palm Beach could be a good demonstration area for 
Health Start. He contacted the health department to determine if there 
was any interest in running a Health Start project. The proposal was 
written and funded to delegate the entire health service component to the 
health department. Because of the 'Equality" issue^ many of the screening 
services were purchased from private providers by the health department 
(using Health Start funds instead of billing Medicaid for EPSDT services). 
In some ways, EPSDT in West Palm Beach was an untapped resource because 
only one-third of the children enrolled in Medicaid were screened through 
EPSDT and 41 percent of the children eligible for Medicaid were not 
enrolled in Medicaid, which precluded their use of Title XIX funds. 
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Of tht thvtft projtctt atntlontd that v«t« t*l«tlvtly aucctttfui in 

negotiating for or using BP8DT funds, two of theo— Carroll and Portageville-- 
not only mada aavaral contacts with atate agencies but they also received 
hilp froi regional office ataffa— the Region VII Medical Director and the 
OCD health liaiaon ■peciaUat. 

b. Penobscot Health Start t A Provider of Medicaid's Early Periodic 
Screening, Diagnoais and Treatnent Progvaa 

Only one project, Penobscot, actually secured a provider number 

from a state Medicaid agency. Figure III-l deoonstrates that the following 

factors were involved in negotiating the EPSDT contract i (1) participation 
of six agenciea at four levels of govemnent, (2) issuance of policy 
directivea from the national level down through the agency structures in 
both OCD and SRS, (3) conounications and negotiations through interagency 
meetings, (4) personal connitments and interest at all lev4if, and (5) 
a competent Health Start staff to carry out the effort. 

OCD headquarters staff must be given credit for creating the opportun- 
ity for all participants to communicate by designing the coordinators con- 
ferences to Include all four levels of government. In the Penobscot case, 
all four levels (six agencies) attended. It was on that occasion that the 
state Medicaid staff and the Penobscot Health Start staff began their dis- 
cussions on an EPSDT contract. OCD and SRS/MSA staffs at the national and 
regional levels should be commended for working together on both dearanstra- 
tlon programs, 

Mbst of the actual work of negotiating the contract, of course, was 
done by the state Medicaid agency and Health Start staff. They spent six 
months drafting and negotiating an agreement. By January 1973 (when 
most Penobscot Health Start screening had been completed), the first 
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non^^Health Start child vit soretned through Maine ^0 BP8DT prograo. Evan 
though tha BF8DT contract vaa not algnad until July 1| 1973i the state 
agreed to relttburae the Penqula County Comunlty Action Agency«-*>the agency 
receiving the contract*"*for.all acreenlng done from January 1973» In that 
period of tl«ae> Health Start ttaff Identified and screened 3200 Medicaid 
children In four counties. Plane call for the same staff who worked on 
Health Start to screen 10 > 000 additional children by June 1974 (the 
approximate total number of children enrolled In the 1972«-73 Health Start 
program!)* 

Even though Medicaid reimburses for Individual services i the average 
cost of Penobscot's EPSDt screening of a child was expected (and negotiated 
to be) $35» Howeveri because all children do not need the entire battery 
of screens and tests (for example » young children do not require dental 
care and some children do not require lead poisoning screening) » the 
health coordinator estimates that the actual cost for identifying and 
screening the children will be approximately $20 a child* 

c. Constraints on Using EPSDT Funds in the Health Start Program 
There are three major types of reasons why Health Start projects 
did not use Medicaid EPSDT funds; 

e States did not implement the EPSDT regulations early enough for 
Health Starts to benefit » or states chose to identify particular types of 
agencies to conduct the screening (for example, public health departmental 
Crippled Children's agencies) which precluded Health Starts from becoming 
EPSDT providers* 

• Not enough effort was put into developing state Medicaid^Health 
Start agreementa-*<-elther on the part of HEW agencies or Health Start 
projects* 
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• Too few children were Medicald-eliglble In a project to justify 
spending an exorbitant amount of time on EPSDt negotiations. 
4« Implications for the Head Start Program 

One can assume that» even though the timing of the Implementation 
of the EPSDT regulations precluded extensive use of EPSDT In Health Start i 
Head Start projects could be more successful In using the EPSDT reimbursement 
funds i Given the fact that Head Start has more permanence than Health Start 
state Medicaid agencies may be more willing to use Head Starts as EPSDT 
provldersi Several state Medicaid staffs did Indicate to the evaluatorsi 
however » that they did not think using small agencies (for example, Health 
and Head Starts) was an efficient way to implement the regulation because 
small agencies could not serve large enough numbers of children to be cost* 
effective* Some state agency staff also expressed the opinion that healths- 
related agencies would be able to deliver health care more efficiently* 

E. Amount and Type of Health Services Contributed by Other Agencies 
and Individuals 

Figure III*-2 shows that a hlRh percentage of the tests given were pro- 
vided through some other public agency or private resources* However, 
because the services were not of equal value, ^ the value of coordinated 
services that can be estimated is lower than Figure III--2 would imply. Three 
of the more expensive services— medical screening, dental screening and 
dental treatment— -were usually paid by Health Start. Although precise coat 
data were not available, most of the costly medical treatments, like heart 
surgery, were financed by other agencies* 

n See Chapter VII for estimated value of ''coordinated^* resources* 
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lomunlzetlona, Teats «nd Screening 
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Through 
Health Start: 




Figure III-2! Percent Health Services Paid Through Health Start Grant and 
Percent Obtained Through Other Resources 
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F* ConclualonSi Implications and Recotnmendatlons 

''Coordination of health resources*' In Health Start primarily amounted 
to Health Start projects* using (to various degrees) numerous other health 
resourced to provide health services to children* There was no co*-mlngllng 
of funds, there were few collaborative efforts resulting In agencies chang<- 
Ing their approaches to health delivery for children* and there was only 
one successful demonstration of a Health Start project's securing a Medi- 
caid EPSDT contract* 

There are more implications than recommendations that emerge from 
this part of the analysis of the Health Start program* They are: (1) 
It is difficult to change federal and health institutions* Changing 
federal agency operations may require legislative action to reduce the 
fragmented care now provided by HEW. Health agencies » like federal agencies, 
need greater incentives and resources to provide more comprehensive care 
to a population* (2) Health agencies have a need for Health Start-like 
services. Representatives of local health agencies indicated that Health 
Stare offered the possibility of providing them with needed services t 
outreach, health education and transportation. (3) It is possible for 
an agency like Health Start to have access to various existing health 
resources; however, negotiating for such services takes staff time and 
project funds. The pay-off for such efforts on the short-run probably does 
not Justify the cost of securing the agreements. With an on-going program 
like Head Start, the initial negotiations could produce years of care; 
therefore, such efforts could be cost beneficial. 

For a program like Head Start, we make the following operational 
recommendations: 

• Regional Offices of Child Development (possibly the AAP Health 
O Liaison Specialists) should work with state agency staffs to secure EPSDT 
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agratiBeoti for stviral Head StartSt Securing an EP8DT provider number for 
several projects could be easier than for a single (smell) Head Start ^project* 
If Head Starts cannot successfully negotiate agreements to secure EPSDT 
provider numbers i then Head Starts should refer whenever possible the 
Medicaid children to local EPSDT providers In order to take advantage of 
the Medicaid program and reduce the cost of their health components* 

e Project staffs should be urged strongly to refer Medicaid eligible 
children for enrollment to secure maximum Title XIX benefits* 

e Projects should negotiate early In the program year agreements 
for health care to be contributed by other agencies In order to take 
advantage of as many free services as possible* 



CHAPTER IV 



MEBTIMO PROGRAM GOALS I ENROLLMENT, DELIVERY OF 
HEALTH SERVICES AND FUTURE CARE ARRANGEMENTS 

A« Enrollment 

Health Start projects identified in their propoaala the number of 
children they intended to enroll. Table IV-*1 ehova that moat of the projecta 
(20) reached 90 percent (or greater) of their enrollment target* Four pre*- 
J ect a enrolled leaa than 50 percent of the number of children they planned to 
serve, and three enrolled substantially more than planned* Of the total 
planned enrollment of 10,000 children, Health Start projects enrolled 9,835. 
B# Screening and Detection 

The average enrolled child received 4.4 of the seven required tests and 
0.8 optional teata.^ Nine percent of the Health Start children received no 
required tests, and 2Q percent received all seven. Forty percent received 
no optional tests, and 20 percent received at least two optional teata. 
Table IV-2 reveala that the percent of those teated who needed treatment was 
to an extent dependent on the age of the child. Data are presented for the 
total Health Start population and for children over three years old and under 
three years of age. 

The most common health problem among Health Start children was dental 

disease: slightly over half of the children receiving dental exams needed 

some type of restorative work. Predictably, almost all of these children 

were over three years old. The five most common medical problems detected 

1. Appendix D presents data on performance of individual projects in 
the health service area. 
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in HiAlth Stitt children vtr«i (1) nutritional deflclincUo (5 pitcent of 
thoit tm«d)i (2) acuta uppar raaplratory diaaaaaa (4 parcant)^ (3) aar 
dlaaaaaa or infactiona (3 parcant)» (4) akin dlaordara <3 parcant) and (5) 
varioua t/paa of hamlaa (2 parcant) « Laaa than 1 parcant of tha children 
with Idantlf iabla haalth problama vara under care before entering Health 
Start for the condltlona detected in the program. 

Recant dau on a aaaiple of Head Start children^ indicate that Heed 
Start children ahare almilar typea of medical problama (if one conaidera the 
reaulta of the other acreening teate). Of the five moat frequev:tly occuring 
problema reported for Head Start children (aklni vlaioni apeachi tonaila and 
adenoidal and malnutrition) i all but one (tonaila and adenolda) ware tha 
eame aa the moat frequent problema In Health Start. 

The number of teata a child received la related aignif icantly to the 

project; for example » there were two projecta (Fairmont and Portageville) in 

which over 90 percent of the children received aeven required teata. The 

percent of children teated who had poaitive reaulta la atrlkingly high in 

acme caaea* For example i in San Juan (Summer) and In Hammond i over half of 

thoae teated ahowed poaitive reaulta on hematocrit or hemoglobin acreening* 

In Boone> 29 out of 30 teated for inteatinal paraaitea had poaitive reaultai 

while in Center I 100 percent of the 68 dental acreening teata yielded 

poaitive reaulta. The variation could reault from the health atatua of the 

children! the interpretation of the teeta reaulta and/or the quality of the 
2 

acreening « 

1« Data are for Head Start children in one OCD region and repreaant 
children in four atatea (Arkanaaai New Mexico i Oklahoma and Texaa). Sources 
Summary data for Phaae II of the Head Start Health Planning Aaaeaament Report, 
prepared by Region VI Health Llalaon Specialiat for reporting to AAP. 

2» See dlacuaalon in Appendix F on meaaurement problema in Health 
Start acreening program. 

>' 
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C« treatment of Health Problems Found 

Health Start projects varied greatly In their ability to complete 
treatment for the health problems detected i Data show that two projects 
completed no treatment i while another completed treatment for all the 
problems found* Table IV-*2 shows that approximately three-fourths of the 
children needing' dental treatment completed It before leaving Ue<:^lth Starts 
but only slightly over half of the children who were tested and needed 
medical treatment completed their medical work> Appendix D describes for 
each test the final treatment status of the children tested and needing 
treatments the percent under previous care, the percent referred with no 
treatment begun^ the percent with treatment started and not finished i the 
percent completing treatment i and the percent under care for a health 
problem needing continued surveillance or treatment* 

A child Identified through a positive test result as needing treatment 
could either be treated by the same agency that performed the test or 
referred to another agency for treatment. In the majority of the tests, 
those children needing treatment who were not referred to another agency 
tended to progress further toward completing the recommended treatment. 
Table IV*3 summarizes the statistically significant results Involving 
comparisons of completion rates for treatment* 

D. Arrangements for Future Health Care for 
Health Start Children 

For future care> Health Start linked 28 percent of the children to the 
same medical services used during the program year and 31 percent to the same 
dental services* The remaining children were to receive ''unknown*' care or 
continue the providers used prior to Health Start. Table IV*-4 shows that 
Medicaid will provide funds for medical care for 20 percent of the Health 

o ■ 
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Start children and for dental care for 16 percent* Other Health Starters 
planned to utilize migrant funds^ health insurancei or other sources. Funds 
for future medical care were either unreported^ ''unknown/*^ or non*-existent 
for 70 percent of the Health Start childreui and funds for future dental care 
vera either unreported, not knovn» or non*-exlstent for 77 percent of the 
children* 

TABLE IV-3 



PERCENT OP CHILDREN COMPLETING TREATMENT 





Percent of Children Needing Treatment 






Who Comolete 






Treated by Same 


Referred to 


Teet 


1 hmn 




Different Asencv 


Tuberculin 


OX 


(N-5) 


SOX 


(K-14) 


Urinalysis 


68% 


(N-40) 


63X 


(N-120) 


Hemoglobin 


57 X 


. (N-198) 


3X 


(N-124) 


Hematocrit 


62% 


(N-292) 


9X 


(N-160) 


Vision 


66X 


(N-56) 


39% 


(N-311) 


Hearing 


54% 


(N-46) 


35% 


(N-364) 


Medical 


73% 


(N-835) 


38X 


(N-1102) 


Dental 


77X 


(N-796) 


73X 


(N-1631) 



TABLE IV-4 



PERCENT DISTRIBUTION OF CHILDREN BY 
FUTURE SOURCE OF FUNDS FOR DENTAL AND MEDICAL CARE 





Percent Distribute 


.on of Children 




Medical 


Dental 


Future Source 




Funds 


Medicaid 


* 

10% 


16X 


Insurance 


5 


1 


Migrant funds 


1 


1 


Other 


A 


5 


None 


20 - 


25 


Unknown/not reported 


50 


52 




160* 


\m 




N - 9.832 


N - 9.835 



Is A category used In the Health Start project reporting system if the 
project did not know • 
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Table IV-5 indicate* that about 30 percent of the children will continue 
to receive care froffi the same source taade available during the Health Start 
program. Only a small fraction of Health Start children were Introduced Into 
a continuing arrangement for health care. Table IV-5 shows the Joint distri- 
bution of the future availability of funds and services for dental and medical 
care. 



TABLE IV-5 

PERCENT DISTRIBUTION OP CHILDREN BY 
FUTtIRE SOURCE OP SERVICES FOR DENTAL AND KEDICAL CARE 





Percent Distribution of Children 




Medical 


Dental 


Future Source 


Services 


Services 


Same as during Health Start 


28X 


3U 


Same as prior to Health Start 


26 


21 


Other 


4 


3 


None 


6 


10 


Unknown/not reported 


36 


35 




lOOX 


lOOX 




N " 9.830 


N - 9.810 



The availability of future iunde and aervicea vaa atrongly dependent on 
the project itself » Although an average of 12*8 percent of the Health Start 
children had access to on-going comprehenaive care, isei» dental and medical 
funda and services, projects varied greatly in the number of children having 
future care assurance* For example, none of the children in eight projects 
had assurances of medical and dental funds and services, while over SO per*- 
cent of the children in three projects were in that category. Table IV-6 
presents the distribution of the availability of future medical and dental 
funds and services for the Health Start children. 
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TABLE lV-6 

PERCENT DISTRIBUTION OF CHILDREN BY KNOWN AVAILABILITY 
OF FUNDS AND SERVICES FOR FUTURE MEDICAL AND DENTAL CARE 





Of 


Future Dental Care 






YES 


NO 






Yes 


No 


. Yes 


No 


tocai 


FUTURE 

MEDICAL 

CARE 

1 


YES 


Yes 


12.8 


1.6 


2.9 


2.9 


20.2% 


Mo 


4.7 


1.8 j , 0.1 


2.2 


8.8 


NO 


Yes 


1.7 




28.8 


2.9 


33.4 


No 


0.1 


O.l 


4.0 


33.4 


37.6 


TOTAL 


19.3% 


3.5X 


35. 8X 


41.4% 


100% 


ygg . available and reported as such (Includes the categories "medicaid, 
Ineurancei nlgtant funds i and othete*' lor funds and for services 
the categories ^^same as during or prior to Health Start, and 
others" as used in Tables IV-A and IV-5) . 

NO • not reported or reported as not available or unknown. 



About two out of every three children had their records froa Health 
Start transmitted to another agency. Usually the records were sent to a 
local public health department or a Head Start. Table IV-7 Indicates where 
the children's health records were sent. 
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TABLE IV-7 
TRANSMITTAL OF HEALTH RECORDS 



tranimitted to 


Parcent of Children 


Nowhate 


36X 


Local school 


9 


Local public health 
daoartmAiit 


26 


Clinic 


9 


Parents 




Head Start 


13 


Othar 


5 


Unknown 


2 




lOOX 



Projecta variad considerably in their ability to tranamit records. For 
example I three projecta did not transmit any records while eight projects 
transmitted records for 100 percent of the enrolled children« 
B« Serving Migrants^ 

In general migrant children received fever services than did other Health 
Start children. Migrant projects had generally below average performance and 
tended to have low per child expenditures. Migrants were much less likely to 
be eligible for Medicaid » and less likely to have had previous medical or 
dental care. They received fewer tests » even though in two of the three 
migrant projects the average number of abnormal conditions per test was very 
high. Because of their mobility, migrants were less likely to have assurances 
of future health care. 

1. See Chapters VI and VIII for further discussion of migrant children. 
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F. Conclusions 

1. Of the 10,000 children targeted to be enrolled in the 1972-73 
program, Health Start projects enrolled 9,835. 

2* Projects varied In the number of required and optional tests given 
to the children; hovevet« the average enrolled child received over four of 
the required seven tests and approximately one optional test« 

3, The cost prevalent health problem found In children over three years 
old was dental dlseasSi Over half of the children receiving dental exams 
needed some type of restorative treatment. 

4t A comparison of Health Start and comparable Head Start data revealed 
that both groups of children experienced similar types of health problems » 
That Is, In both programs, some of the most common health problems reported 
were akin, vision, speech, tonsils and adenoids, and malnutrition. 

5« Approximately three^fourths of the Health Start children Identified 
as needing dental treatment completed lt| while approximately half of the 
children needing medical treatment finished their care. Part of the explana<- 
tlon for the lower medical ^'completion rate^' la that over one-*flfth of the 
children receiving a medical exam were found to have medical conditions for 
which treatment could not be completed within 12 months. These children, ^ 
however, were Introduced Into on-going care arrangements. 

6. Less than 1 percent of the children tested and found to have health 
problems were under care for those problems before entering Health Start. 
Therefore, Health Start provided care to children who obviously were in need 
of treatment. 

7« Success in arranging for future health care needs of the children 
was highly dependent on the project. Approximately 13 percent of the Health 
Start children were assured of on**golng comprehensive care (defined here as 
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having a sourca of funds to pay for medical and dental care In addition to 
medical and dental providers who were willing to take the child). Short of 
the complete care (funds and services) « Health Start linked 28 percent of 
the children to some medical providers used In Health Start and 31 percent 
to Health Start dental providers* The rest of the children would use pro- 
viders available to them before Health Start or were not known to have access 
to health services after Health Start, 

8. Medicaid was the major source of funds for future care; 20 percent 
of the children were expected to be covered by Medicaid for medical services 
and 16 percent for dental care. A striking finding; approximately one-half 
of the children were not known to have any source of payment for future 
health care* 

9« Migrant children received fewer services than other children i tended 
to have more health problems » were less likely to be eligible for Medicaid, 
and had less opportunity for future care. 
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MEETING PROGRAM GOALS J 
DELIVERING HEALTH EDUCATION 

Ai Health Education Objectlvea 

Since the beginning of Health Starti program guldellnee required 
that health education be given to chlldtenj parents, and staff. In the 
1971-72 program year, the guidelines were not specific, merely calling 
for some type of health Instruction to be delivered, Consequently, the 
1971**72 evaluation showed that educational components received little 

emphasis and that—due to lack of materials or training— Instruction, 
when it occurred, was the product of project Initiative. 

Because of these first year findings, the 1972<-73 guidelines 

spelled out more clearly the essential topics to be covered and the 
requirement that health education '*be given equal priority with the 

delivery of health services."^ Health Start education requirements 
Included Instruction to parents and children on personal hygiene, oral 
hygiene (Including the proper use of a soft toothbrush and unwaxed dental 
floss), nutrition, and safety and accident prevention* ^'Consumer health 
education," specifically aimed at parents, was to Include ways to 
determine needs of children In emergenclea and the use of existing 
health facilities and available health funds, thus ensuring continuity 
of care. 

Guidelines also specified that health education for parents and 
children should be given In both group and Individual sessions* 

1. See Appendix A for 1972-73 Health Start guidelines. 
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It was recommended that projects offer group meetings "during the summer 
Impact period" and one-to-'one encounters throughout the year* 
B» Collecting the Data 

Evaluators gathered data for the evaluation o£ health education from 
four major sources: (1) Urban Institute site visits » made In late summer 
and fall of 1972, which of course revealed more about project plans than 
resultant activities, (2) a telephone questionnaire in March of 1973 which 
identified the actual activities within a project ^s health education com- 
ponent, (3) the Quarterly Health Reports which included statistics about 
the number of parent and child health education encounters, and (4) Health 
Start expenditure forms which were designed to include per child costs for 
health education delivery « 

C/ Overview of Project Componentss "State of the Art" of Health 
Education In Health Start 

The collected data helped in determining the degree of emphasis given 
health education by each project* With the exception of eight projects 
that seemed to develop special or broad^based activities, most Health 
Start projects delivered health education on an Informal, casual, and 
sporadic basis. The "state of the art" of health education in the 1972-73 
program year remained relatively undeveloped and unsophisticated 



1« As mentioned in Chapter II i The Urban Institute planned to con- 
duct a parent survey to determine the Impact of health education on the 
children* Because of methodological constraints and the expected cost 
and value of the information, on approval from the OCD project monitor i 
the parent survey was eliminated from the study* See Appendix B for dis- 
cussion of methodological problems. 
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1* Type of Health Education Delivered 

In spite of the fact that 17 health coordinators In the Spring of 
1973 replied ^^yes^^ to the question '*Do you have a formal health education 
cooiponent?*\^ their definitions of health education seemed to vary greatly. 
Several coordinators were unsure of the topics covered by the day care 
centers In which Health Starters were enrolled* Other coordinators con** 
alder ed their health education component to be what a physician, dentist, 
or nurse told a patient as part of regular office routlne*--»such as the 
explanation of a procedure or the results of a test. Still other projects 
labeled as **health education** the rather unsystematic meetings of staff 
members with parents and children in cars on the way to a doctor's office 
or In the examining rooms of a diagnostic clinic. 

Table V-l presents data on the scope of health education activities. 
Two of the 30 Health Start projects claimed to have offered both group and 
Individual health education sessions to parents and children. The remain- 
ing projects with organized health education components offered variations 
of the Health Start guideline requirements} for example, eight projects 
scheduled only group sessions and two projects only one--to-one encounters. 

2. Topics Covered 

Variation also occurred in the topics covered by the projects. 
Ten projects, either by design or because of a lack of resources, devoted 
most of their health education time to children with known health problems 
or to a particular health issue such as strep throat, dental hygiene, or 



1. Whenever a project covered only one topic (or only a few) on a 
limited or sporadic basis or when health education took place due to non*- 
Health Start efforts, evaluators considered the project as one with no 
formal health education • 

i 
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TABLE V-1--HEALTH EDUCATION COMPONENTS FOR ALL HEALTH START PROJECTS 









Utctt 




TYPE cr tnstoHs 




k 




Dlt««ltd «t 








Oriinliid 
fttilth Uuei- 
tton Cc«p«fiiflt 


K«tth 




Oni 

to- 




On»- 




Pawtucket, R«I, I 














Penobscot^ Me. ^ ^ 


X 


X 




X 




X 




Toms River. N.J* 






X 










Albion, N.Y. 


X 










X 




San Juan^ P.R» (Sumer) 
















(Full Year^ 
















Baltimore » Md, 


X 




X 








H 
H 


Fairmont » W«Va, (Marion) 






X 










(Barbour^ 
















Boone » N»C» 


X 


V 

— 2S 


X 




,.-..X 






Orlando 1 Fla. 










• 






Charleaton. S.C. 
















Weft Palm Beach i Fla, 
















Flint, Mich. 


X 


X 


, . X . 




...x. 




> 


Mora, Minni 
















Davtot|i ^l^^o 










Y 








L_ 


V 


X. . 




X 






Oklahoma City. Okla« 


X 


X 


X 


,., X, _ 








Grants, NiM. 
















loalveeton, Texi 
















iHanmondi Lai 
















IPortafteville. Mo* 
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nutrition. Table V-2 shows that, at almost all projects, health education 
for children included Instruction in proper toothbrushlng yet, at most proj- 
ects, no instruction on the use of dental floss* Seven projects gave a 
series of demonstrations of handwashing, and 10 projects focused on nutri- 
tion education* 

Guidelines suggested that health education for parents be focused on 
"consumer health education*" Fourteen projects reported that they Instructed 
parents In the use of coimnunity health resources* Although most parents 
of the children with serious health problems were likely to receive indi- 
vidual attention and information concerning health facilities, only eight 
Health Start projects scheduled such sessions regardless of a child's health 
status* Nine projects offered no consumer health education; two of them 
said, "there's little available," and two others said "everyone knows and 
uses them {local resources] anyway." 

3* Health Education Encounters 

Projects varied greatly in both the percentage of children and 
parents who had at least one health education encounter and in the average 
number of health education sessions given* One project reported no health 
education encounters with either parents or children, while another claimed 
that over 98 percent of the parents and children received some form of 
health education* Approximately 55 percent of the Head Start children 
and 64 percent of the parents had at least one health education encounter* 
The average number of health education encounters across all projects was 
1*3 for children and 1*6 for parents*^ The fact that little emphasis was 
given to health education could account for the fact that only four proj- 
ects were able to estimate the per child expenditures allocated- for 

delivering health education* 
Q n Source: Health Start Quarterly Health Reports, June 1973* 
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TABLE V- 2— HEALTH EDUCATION TOPICS COVERED BY HEALTH START PROJECTS 
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D* Reasons for Weak Components 

Projects reported and evaluators observed a variety of reasons why 
most Health Start projects did not make health education a high priority. 

1* Involvement of Parents 

Almost half of the coordinators cited poor parent attendance at 
meetings > while a number of coordinators reported general parental Indif- 
ference to matters of rhlld health as major difficulties In delivering 
health education. Others said that they simply accepted the fact that 
parental Involvement — In groups or as lndlvlduals-*^could not be expected 
of exhausted farmworkers or of rural families Isolated by lack of trans- 
portation or by snow* 

2. Ages of Children 

Most coordinators felt that the age of the children often ham- 
pered the delivery of health education. It wan difficult for them not 
only to ensure that learning was taking place but to hold the attention 
of pre-schoolers over a suitable period of time. Also, dome found it hard 
to plan a single health education program th^t would be suitable for chil- 
dren ranging in age from birth to six ye^irs. 

3. Staffing and Materials 

Although no coordinators reported that lack of staff training 
was a problem^ four projects identified lack of staff expertise as a 
major problem. Five staffs complali.id that they were hampered by a 
shortage of appropriate health education materials. Eight projects 
indicated that they were understaffed in personnel trained to give health 
instruction. One coordinator said that recruitment, scheduling appoint- 
ments » and screening were inevitably ''done at the expense of health 
education." 

ERLC 
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4. Non-Quantltatlve Results 

Staff workers and evaluators alike are often frustrated in 
determining the effects of health education activities. One coordinator 
regretted that, ''You can't evaluate the impact of health education on 
children.*' Admittedly, health records can list the Immunizations given 
and count the carles repaired, but they cannot help the staff measure the 
effects of a health education progtam on a child *s health or the behavioral 
informational, or attltudinal changes in parents and children. Not tiurprls 
Ingly, when staff time was limited, the first activity to be cut was often 
health education. 

E. Projects With Promising Health Education Components 

Eight projects represented particularly promising health education 
approaches. Their instructional coirpcr.ents were well organized and inter-* 
esting enough to merit more attention than given them in Tible V-«l. They 
are the Health Starts of Penobscot* Maine; Portageville, Missouri; Center, 
Colorado; Cedar City, Utah; Merced, California; Hillsboro, Oregon; Medford, 
Oregon; and Coos Bay, Oregon. 
1. Penobscot I Maine 

To reach the parents and children of rural Penobscot and 
Piscataquis Counties, one of Health Start *8 three nuises or five para- 
professional health aides tried to make regular visits to all enrollees' 
homes. Because over one**fourth of the families were not reached, the 
average number of parent and child encounters was low (2.7). When fami** 
lies were reached, however, the living room became a family classroom for 
discussing anrmia, incubation periods of childhood diseases and rashes, 
dental hygiene, the prevention of lead poisoning, the development of 
motor coordination, and emergency first aid. 
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The Health Start workers emphasized both the value of preventive care 
and "consumer^' health educationi InfortDlng parents of available facilities 
{;nd eligibilities for special services. They not only itemized all area 
health resources but ensured that necessary referrals and clinic visits 
were made« 

To further involve parents, staff members enlisted their help in the 
design of educational materials. Together they developed a curriculum 
based, in part, on ideas from Heal thy t That's Me > a guide created for 
Head Start use consisting of a teacher's m^inual containing five class 
study units, seven parent handbooks, and a booklet for children. 

Staff education was regular and comprehensive! The five aides re- 
ceived six months of in^the-field training from Operation Mainstream, a 
community action group funded by the Department of Labor. They also 
attended weekly in-*service sessions with such specialists as a psychologist 
from Bangor's Counseling Center, the nurse-director of a mental retardation 
program, a dentist sent by Augusta *s Bureau of Human Resources to speak on 
oral hygiene, a nutritionist from the University of Maine, and even local 
firemen demonstrating techniques of first aid. 

2. Portageville, Missouri 

Even before the Portageville program got underway, local Head 
Start-Health Start: staffs received intensive Instruction in various aspects 
of health education. Soon after, teachers, nurses, and health aides devel- 
oped a booklet at a fifth grade reading level— telling parents how to 
introduce new foods, when to take a child to a doctor, and what to do in 
emergencies. 



ERLC 



V-10 



Health Start focused some of Its parent group sessions on health 
^Vonsumer" problems: meal-planning and basic nutrition, the use of govern- 
ment surpluses, and familiarization with local resources*^ ^But the patents 
also suggested a number of topics that were later covered by discussion 
and films*, dental care, immunizations, first aid, sickle cell anemia 
screening, and readying a child for school. Perhaps for these reasons 
interest in the program ran high. The coordinator reported that approxi- 
mately 60 percent of the parents showed up at an average meeting, in spite 
of tiring field work and blistering temperatures. 

An average of 4*6 one-to-one health education sessions took place 
with parents In their homes or at the center, and usually these related 
to the child ^s particular problem or treatment. But staff members also 
delivered basic health Information using such techniques as a bingo game 
and a crossword puzzle based on facts of health or nutrition. Children 
were reached in one-to-one sessions that covered accident prevention, 
proper toothbrushing and personal hygiene. On three occasions, the children 
met in groups to learn the ^'whys" of Inmunlzatloni the Importance of dental 
care, and what happens when you visit the doctor. The Portageville children 
averaged about 5.4 health education sessions, more than any other reported 
project average. 

3ft Center, Colorado 

During this program's second year, 90 Health Start families took 
part i:i an **experlment** sponsored by the Colorado Department of Health, 
Head Start, the Colorado Heart Associations ^s Committee on Rheumatic Fever, 
the Strep Disease Section of the Center for Disease Control, and the U.S. 
Public Health Strep Lab at Fort Collins. Its purpose was to determine the 

O 
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Impact of health education on the detection and control of a particular 
problem— -"strep throat." To gather Information about this potential cause 
of kidney disease and rheumatic fever » Center* a health coordinator divided 
the families Into three groups of alnost identical composition* 

The plan called for all groups to be cultured three times— -In 
September, 1972 and In January and April, 1973. Those In one group would 
receive no other systematic attention, while the children under 18 in a 
second group would be cultured every three weeks, symptomatic or not. The 
third group would be cultured on demand, but, more importantly, would be 
given intensive education about strep infection from health aides on a 
continuous basis. 

The coordinator planned to compute the data from regularly-kept ill- 
ness histories of every family at the end of the Health Start year. How- 
ever, because of a cut-back in Public Health Departnont funds, these data 
will not be tabulated, and the results of the experiment will not be known. 

Early in the year, health aides polled the parents to determine topics 
for group sessions, and often these suggestions became the agenda ol later 
meetings on first aid, family planning, nutrition, eye care, cognitive 
stimulation, normal childhood devtlopment, and disease danger signals. 
'^Veteran" parents of the programme first year, as well as a few grandparents, 
Joined second year parents at large group meetings. The popularity of these 
gatherings was due not only to efficient publicity but to the lack of 
"entertainment" elsewhere. Center has no movie theater, no community center, 
and, with at least 52 consecutive days of below zero weather, little outdoors 
recreation. 
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Perhaps the success in Involving parents should also be credited to 
the health aides— all bi-lingual> Spanish-surnamed, local women vho acre 
or less '^adopted" their 20 to 25 assigned families and loade an average of 
five visits to the homes for everything from diaper rash to strep infection. 
Committed to their own professional development, the four women have, during 
the course of the Health Start program, gained their high school equivalency 
diplomas, and this winter they enrolled at Adams State College in Alamosa 
for a course in nutrition* 

4. Cedar City, Utah 

The Cedar City project utilized a variety of materials and some 
unique resources to provide health education for parents and children. 
Brigham Young University offered Health Start parents an unusual opportunity 
to Join a program originally designed for student wives. At a cost of only 
two dollars an academic quarter, almost 25 percent of the Health Start 
mothers took up the offer to attend courses in homemaklng, nutrition, child 
care 9 and child development. 

The topics for group discussion and instruction at the project level 
were determined by Health Start parents (in an informal survey), by the 
Office of Navajc Economic Opportunity, and by a project advisory board 
(made up of parents, community representatives, college personnel, physi-* 
clans, and even a speech and hearing therapist). Consequently, sessions 
covered such special interest topics as pre-natal and infant care, normal 
growth patterns, drunk driving, and the importance of exercise as well as 
such basic areas as nutrition^ personal hygiene, dental health, and safety « 
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To link parents to local resources » Health Start staff workers kept 
them informed about eligibility requirements and available resources » such 
as the services provided for Indian migrants through a local Navajo reserva*- 
tion» For individuals and groups » Health Start drew upon a variety of 
health education materials: pamphlets from Head Start, the American Dental 
Association, and the Utah Dairy Council; the Healthy, That* a Me teacher's 
manual, and films from the Media Center of Brlgham Young University. 

5« Merced, California 

By operating out of Head Start facilities in each of the five 
communities it served. Health Start had access to a variety of health 
education materials—some provided by the Red Cross, the American Academy 
of Pediatrics, the Head Start Rainbow series, and even pharmaceutical 
companies. 

Although parent group sessions covered such topics as immunizations, 
first aid, personal hygiene, sickle cell anemia, family planning, nutri- 
tion» and the use of community services, Health Start directed special 
attention to preventive dentistry. Tutor*-aides visited the homes of over 
half of the enrollees at least twice during the year* They not only 
instructed parents in the realtionship of good nutrition to dental health 
but also showed them how to teach their children the techniques of proper 
brushing and flossing. 

At one point, dental students from Stanislaus State College set up 
preventive dentistry '*shows** for the children with charts, acting-out games, 
and even puppets. Throughout the year, nurses, physicians, and Head Start 
nutritionists also reinforced the health education program of the regular 
staff. 
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6* Ulllsboro, Oregon 

For many Hlllsboro parents » health was something they thought 
about only when children had serious problems. Consequently » Health Start 
found It difficult to stimulate their interest in keeping medical appoint- 
ments, let alone their participation in evening meetings « After poor 
tum-outa for group sessions on dental care, sex education, and nutrition, 
the staff shifted its emphasis to home visits and one*-to«one counseling* 

Before this year's program got underway, Hlllsboro 's health coordina-- 
tor set up"for her carefully selected aides--*training in everything from 
proper handwashing and flrat-^ald to the detection of "battered child* 
During the year, because Health Starters met in a day care setting, staff 
workers found it easy to offer the children a group dental program. To 
spur Interest in plaque control, they created ratchy slogan buttons for the 
children to wear and sponsored group "brush-'ins." In what became Health 
Start ^s most effective teaching moments, these same aides visited the homes 
and passed out toothbrushes, dental floss, disclosing tablets, a tooth 
chart, a mouth mirror, and chewable fluoride tablets* 

Not surprisingly, most health instruction took place in one-to-one 
encoimters between families and the project aides, public health nurses, 
students, a dental hygienist, and the staffs of private agencies. In 
these Individual meetings, outreach workers distributed Proctor and Gamble's 
'^A New Plan to Keep Your Teeth for a Lifetime^^ and some other materials 
printed in both Spanish and English. They also assisted the families in 
Identifying local resources, enrolling in food cooperatives, and watching 
out for such seasonal hazards as poisonous mistletoe. Because of poor 
early response, the actual average number of encounters was low-**1.7 for 
parents and 2.6 for children. 
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Wlien a nutritional study revealed that many Health Start families were 
eating poorly, state and local health department nutritionists stepped In 
to tailor plans for particular families, Indicating what foods might upgrade 
their menus. With the diagnoses In hand, aides from Health Start and the 
Department of Agriculture visited the homes, and many parents, expressing 
Interest In what they might be missing, even asked for a follow*up study 
to measure their later improvement* These experiences indicate how the 
Hillsboro program consistently saw nutrition and dental hygiene as high 
health education priorities. 

7* Med ford, Oregon 

Most of Medford*8 Health Starters were under four years of age ( 
consequently, the staff directed its formal health education program at 
parents In both group and individual meetings. After attendance problems 
in the first year, group sessions this year seemed to generate more inter- 
ests Health aides, a licensed practical nurse, a nutritionist, a dentist. 
Planned Parenthood spokesmen, and VISTA volunteers gave programs on health 
and safety, child growth and development, family planning, dental care, 
and changing family roles. 

One-to-one meetings allowed the staff to give personalized attention 
to such problems as dental hygiene. Staff aides, trained in preventive 
measures at a regional dental workshop, visited the homes on an average 
of three times and taught proper brushing, flossing, and the use of dis- 
closing tablets. Also local dentists cooperated by surveying patients both 
before and after treatment to determine any changes in their knowledge of 
plaque control. 
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Health Start workers provided parents with a variety of pamphlets 
from home extension services, Mead-Johnson Pharmaceutical Company, the 
public health department, and Planned Parenthood • Often they carried a 
cassette projector into the homes and showed a dental film strip* At 
group sessions, they utilised a TV-si«ed screen that plugs into a wall 
socket, showed video tapes on child care, and distributed matching manuals 
for parents to keep.^ Due to the successful use of their video equipment, 
the manufacturers have offered to donate a smaller machine for home vlewlngs 
and a series of 12 tapes on health and safety. Immunizations, and coimaon 
childhood health problems. 

8» Coos Bay, Oregon 

Health Start staff workers and parents not only utilized pamphlets 
from the Department of Agriculture but created thalr own han^Jbook» Parents 
helped select the topics to be covered and also edited and typed the final 
manuscript. Financed by advertising from local businesses, the handbook 
includes coloring pages and even pullout sections for children* 

One-to-one counseling began when parents first accotspanled their 
children to the preliminary screenings and learned about other local re- 
sources* Later, each Health Start family received an average of three 
home visits from staff aides who demonstrated the correct use of a tooth- 
brush and dental floss. At that time, children received special instruction 
In dental and personal hygiene and in nutrition. 

Tl This la the BOCOM Child Care Curriculum published by Hollman- 
LaRoche, Inc., Httley, New Jersey. 
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At group sessions I parents heard a dental consultanti a dietician » a 
pediatrlclahi a flre^ 1^^^ the director of a food stamp programi and 

even Instructors from a local college* They listened to talks on dental 
carei food preparation and tiutritloni preventive medicine, fire prevent ion » 
the welfare system and food stamps / tips on shoppings grooming, and house- 
keeping! and the difficulties of raising and disciplining a child* 

These eight projects provide insights into some promising aspects of 
health education delivery* All of these projects had above average parent 
and child participation, five of them gave intensive staff training, and 
six concentrated on health problems found* With the exception of the 
Merced project, all were in their second year of operation, and five of 
the seven second-year projects werci headed by ^'veteran*' coordinators* 
The successes in this past year are encouraging, for five of the eight 
highly assessed Health Starts were not identified as such at mid-year. 

The remaining 22 projects had less developed health education com- 
ponents, if any at all* Without further evidence, it is not likely that 
much health education instruction took place there wich parents or children. 
F. Conclusions 

Health Education, as in the first year Health Start program, was 
relatively unsophisticated and unorganized* With the exception of eight 
projects, most Health Start projects delivered health education on an 
informal, casual and sporadic basis* Projects varied on the emphasis given 
to the topics required by the guidelines. Ten projects, either by design 
or lack of resources, limited their health education efforts primarily to 
children with known health problems or to particular health problems 
prevalent in the children in the area* 
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CHAPTER VI 

FACTORS AFFECTING HEALTH START PROJECT RESULTS 

this chapter addresses, to the extent possible^ the relationships 
between project results (primarily in providing health care) with project 
characteristicSf coimnunity characteristics! and availability of resources. 
A* Health Start Project Characteristics 

1* Description of Selected Project Characteristics 

What follows Is a detailed description of selected 1972-73 Health 
Start project characteristics. It is presented as a framework for analyzing 
the effectiveness of different project approaches. The characteristics 
discussed here are: planning activities and decisions^ the proposal review 
process* outreach and recruitment » staffing, and health service components. 
Descriptions of projects* health services coordination efforts were presented 
in Chapter III. 

a. Planning 

Although a Health Start proposal is in Itself a kind of plan, the 
real working plans of any program are the formulated goals that result in 
a developed and Implemented system of operations. From site visits and 
project reports evaluators gathered information about how much time was 
spent in planning, what local agencies and providers were contacted for 
support, what children would be reached and with what services, what prob- 
lems occurred at the '^start-up^^ of a program, what regional and national 
help was requested and/or received, and how refunded and newly funded 
projects differed in their planning. 
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(1) Length of Time Spent in Planning 

The amount of time spent in planning varied drafflatlcally from 
project to project. There were two reasons for this: one» differences 
In the dates when projects were notified of funding or of the program 
itself by the regional and the national Offices of Child Development and, 
twO| the timetables of local planning boards or health coordinators* 

The 197 W2 Health Start evaluation Indicated that planners had avail- 
able from as little as three days to as much as three months for planning-^- 
the median time being about five weeks* The same variation occurred in the 
1972"-73*program — from as little as one day to as much as four and a half 
mohthsV Some projects got a head start on planning because they had 1971-^72 
Health Start grants and began planning even before the announcement of the 
second year program* Others already had a plan for a child health program 
or component either because it had been previously submitted to another 
funding agency or because it was essentially the same plan as one for a 
first year Health Start or a Hei^d Start in the same community* 

(2) Agreements Reached With Agencies and Providers in Planning Phase 
Only eight projects reported having written agreements from 

negotiations with agencies or health service providers about screening to 
be done, tests to be given, fees for services* and staff time to be pro- 
vided to assist with health education* Eleven projects had, at the begin- 
ning of the program year, general service agreements with agencies and 
providers for screening* Five projects received statements of general 



1. The Urban Institute defined planning to include the activities 
that took place that led to the writing of the Health Start proposal. See 
Health Start Analysis Plan for the Second ProRram Year (Urban Institute 
Working Paper 964-2), for specific questions in the Health Start Field 
Collection Forms* 
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support I vhlle others assumed chat they would use the same working arrange- 
ments as existed In the 1971-72 Health Start program or in the existing 
Head Start program.^ 

(3) What Was Planned 1 
(a) Limiting the Target Population ; 
When planning its Health Start program, each project had to decide 
the number and the specific kinds of children it would serve. Several 
factors determined the number of the pre-school children to be enrolled by 
each project: the amount of money granted (six projects) » the estimated 
number of Head Start siblings in the area (seven), the previous year's 
experience (five), pre-school population estimates (three), availability 

of area health resources (two), the number of migrants in the area (two), 

2 

and the number of enrolled Head Start children (one) » Less clear was the 
rationale cited by four projects; for example, one project "just decided.*' 

Target populations were chosen in a variety of ways~often on the 
basis of health and economic needs but also on the basis of previous identi- 
fications made by Head Start, school systems, public health departments, and 
other agencies* Data collected in surveys made by the Census Bureau, local 
Head Starts, Community Action Agencies, and other agencies also assisted in 
the selection of target populations. Although the groups to be served were 
usually specifically defined, as in the case of four projects funded to work 
exclusively with migrants, many Health Starts still suffered from problems 
of outreach. 

1. Specific planning data for the Baltimore project were not available 
due to inaccessibility of the staff member in charge of planning. 

2. The Amarillo project misunderstood the purpose of Health Start and 
submitted a proposal for what they thought was a supplementary grant for 
Head Start health services. They did not find out until the coordinators' 
conference (after they were funded) that children enrolled in Head Start 
could not be served in the Health Start program. 

O 



(b) Optional Tests and Components 0 
Seventeen projects planned to give at least one test In addition 

to the seven testa required.^ In the area of mental health, two projects 
planned to offer psychological teste for early detection ata treatment of 
problems In children, and one project hoped to test parents to identify 
problems which might eventually affect the children. Seven projects planned 
to use the Denver Developmental Screening Test (DDST) to spot mental retarda- 
tion and other problems not readily apparent. 

Five projects hoped to include speech screening for detecting potential 
problems and the need for early therapy. But, in a number of cases, an 
area's particular health problem determined the planning of an additional 
special test. Because they planned to enroll a large number of blacks, nine 
projects added sickle cell anemia teats to their schedule. Because of high 
streptococcal infection rates in the communitiei to be served, three projects 
decided to include strep culturing. And because many enrollees lived in old 
houses, seven projects planned to administer tests for lead poisoning. 

(c) Optional Components 

Most Health Start projects planned some program components not 
required by the guidelines, for example, family planning or education and 
care of mentally handicapped children, lisixeilly these extra services tended 
to encourage the participation of families as families. Twenty-one projects 
offered transportation for parents and children to screening sessions, 
follow-up care, and health education meetings — often a crucial service in 
areas with little or no public transportation. Six projects offered baby- 
sitters to allow parents to attend screening and health education sessions. 

1. The seven tests required by the Health Start guidelines were 
hematocrit/hemoglobin analysis, tuberculin, vision, and hearing tests, 
urinalysis, a medical evaluation, and a dental evaluation. 
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Seven projects planned to provide meal8**'-one because It wished to Include 
nutrition counseling, one because It had a day care operation similar to 
Head Start I and others because participants traveled great distances to 
attend* 

(4) Proposal Review 

Review of a project proposal at the local and the regional level 
is an important influence on planning* All but four Health Start projects 
sought input from local officials such as directors and program specialists 
of the Community Action Program, directors and staff of Head Start, parent 
advisory committees of Head Start, parents and staff of Health Start, 
consultants from the American Academy of Pediatrics, county health depart-- 
ments, directors from the Department of Social Services, the Board of 
Education, community councils, local nutritionists, college administrators, 
dentists and physicians* 

Because of local review, nine projects readjusted budget requests or 
changed their proposals to serve different target populations, such as Head 
Start siblings, particular ethnic groups, or handicapped children. Because 
of HEW regional office reviews, seven projects received budget changes that 
affected specific line items as well as total proposed expenditures* 
..^lonal reviewers also attached special grant conditions, such as a 
directive to include Indians, to seven project proposals* 

(5) Project Start-Up^ 

Project start*-up problems occurred at 18 projects—several 
because of trouble in staffing their program and 12 because of late funding. 

1. Start-up is defined as the period from the announcement of the 
grant award until the project began some project activity. 
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Although Office of Child Developsaent regional offices helped resolve late 
funding problems at some projects » other projects waited for the money to 
arrive before beginning operations. 

The amount of time that elapsed between the start of operations and 
the enrollment of the first child varied from **no time lapse'' in some cases 
to three months in others* However, most projects reported a time lag of 
less than one month. The amount of time that elapsed between the first 
enrollment and the first screening varied from ^ero days^ to seven months* 

The projects scheduled a variety of simultaneous activities during 

this star^-up period—outreach and recruitment, negotiation of contracts 

for services, the setting up of offices, and staff orientation and training. 

Later, after children had been enrolled and before screening got underway, 

projects scheduled parent meetings, finished their work with first year 

children, took medical histories, and acquainted new children with Health 

Start activities. 

(6) Project Contact With Regional and National OCD Staffs 
During Planning Period 

Through letters and site visits, the local, regional, and national 

levels of Health Start kept in touch. Ten projects wrote to their regional 

offices^ reporting new project statistics or requesting Information about 

aspects of the program such as training sessions, evaluation of the previous 

year's work, or clarification of budget items or funding dates. Other proj*" 

ects wrote requesting Information about using carry-over funds, coordinating 

resources, 1972 budget revisions, or the dates of site-visits. In all, 11 

projects report receiving written comminlcations from their regional offices 

before hftglnnlng operations of the 1972-73 activities. 

1. A few projects, anticipating the second year of Health Start, had 
enrolled children for the 1972 program some months before it began. 
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OCD regional office representatives visited 11 projects to monitor the 
operationSi to participate in negotiations for locAl funding and services, 
and to assist dtaff training prograins. OCD national staff representatives 
visited several projects r the National Health Start Director visited three 
and instructed two project coordinators in recordkeeping and general program 
operations^ and the acting director of Head Start Health Services also visited 
several projects. Because of a regional level request i a headquarters staff 
member of Social and Rehabilitation Services (SRS) visited one Health Start 
site to help in negotiations with the state (Title XIX) Medicaid agency 
about Early Periodic Screening, Diagnosis, and Treatment (EPSDT) . 

(7) The Influence of First Year Experience on Second Year Planning 
A number of projects reviewed their first year operations and 
evaluated their local Impact In the process of planning their second year 
proposals. Yet, having been a first year Health Start did not necessarily 
guarantee that needed revisions or innovations would be made for the 
program's second year. 

At three refunded projects, planning, simply amounted to the writing 
of the Health Start proposal. Other projects, having learned from experi- 
ence, made changes that were to improve project effectiveness* For example, 
the San Juan, Puerto Rico, project shifted its service from a population 
within walking distance of a public health center to a population with 
severe health problems, in dire poverty, and with no care available nearby. 
Because planners felt that little had been accomplished with their original 
day care structure, the Orlando, Florida^ project dropped its center and 
the resource9 to run it: health education director, student Interns, 
transportation, and meals. Penobscot, Maine, dropped its summer day camp 
format (which had served a large percentage of the Indian population) and 

O 
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expanded Ite small '^satellite" clinic program Into a structure of 25 
"visiting" clinics (which served a mostly white, rural population) In the 
second year. 

Revisions of budgets also reflected the changed emphasis of a number 
of projects. The HlUsboro, Oregon, Health Start allocated more funds the 
second year for strengthening its health education component and providing 
instruction at the time of screening* The Center, Colorado project utilized 
more money for transportation and for what seemed to have been a special 
first year need— psychological testing. Staff neede dictated budget changes 
at three proJect8~in Medford, Oregon, an increased staff size for taore 
efficiency; In Dayton, Ohio, additional staff time in the budget (its 1971 
coordinator's salary had been an "In-kind" contribution); and in Tom's 
River, New Jersey, the addition of one more staff members to facilitate 
operations . 

b. Staffing 

(1) Tho Coordinator 

Health Start guidelines required that each project secure a health 
coordinator to satisfy certain minimum requirements. Preferably "this 
Individual should be ... a registered nurse, . . . knowledgeable in the 
use of community, state, and federal resources and . . . twithj experience 
in administration, teaching, and counseling." However, some program plans 
might have Justified employing a person knowledgeable only in community 
health resources as long as he or she had a minimum of two years experience 
in medical service administration. Also, a person "familiar with local 
Title XIX operations, including eligibility certification, could be con- 
sidered a medical service administrator for the purpose of the grant."''' 

1. See Appendix A, page 2. 
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(2) Time Commitment 

Although a Health Start project coordinator was to be employed 
for a full year, he or she could have worked either full*-tlme or part-time 
on the Health Start program. Guidelines encouraged part*-tlme employment 
when Health Start did not demand full-time service and when the Individual's 
other work enhanced the Health Start program. Nineteen projects employed 
full-*tlme coordinators, all hired near the beginning of the program year. 
Twelve projects had part-time coordinators, six of them bhared with Head 
Start and three hired at least two months after the program year began. 
At five projects, staff turnover meant that more thafn one coordinator 
served during 1972-73. 

(3) Background of Coordinators 

Four of the 31 projects were headed by men and IS by veterans of 
a 1971-72 Health Start. One coordinator was a pediatric nurse practitioner 
and 24 were registered nurses with clinical or public health experience. 
However, they also Included a former welfare administrator, former teachers, 
a physical education graduate » and several Roman Catholic nuns, 

(4) Coordinators' Non-Health Care Tasks 

In spite of the fact that most of the coordinators had backgrounds 

In health care, they claimed that the majority of their work was related 

to something other than direct health service delivery. (Six coordinators 

reported that they administered vision tests, but this was the highest 

number to give any single screening test or Immunization.) Seven 

1. For evaluation purposes, we have considered the Fairmont grantee 
as having two projects because operations existed In two different locations 
with the health coordinators In the two areas using slightly different pro- 
gram approaches. We have also divided the San Juan Health Start Into two 
projects In most of our analysis, because two separate groups of children 
were served: those enrolled In the summer program were terminated at the 
end of the summer session, and a second group of children replaced them In 
the fall 1972. 

O 
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coordinators helped to write program proposals » and 19 spent time negotiating 
with local agencies for resources. All coordinators reported that they did 
general recdrd-^keeplngf and 11 took tnedlcal histories* Nineteen worked on 
some aspect of their health education component, 16 on scheduling the screen^ 
Ing and treatment sesslonsi and 14 on outreach* 

(5) Staff Size 

The two projects of Fairmont, West Virginia, operated with the 
smallest staffs, each with only a health coordinator* The Hammond, Louisiana 
project had the largest staff^ (218)— a coordinator, a project director, two 
nutrition directors, five secretaries, two center directors, five health 
aides, 15 head teachers, 45 teachers, 60 teacher^ s aides, 15 cooks, 30 cook's 
helpers, five custodians, and 32 bus drivers. However, this large staff 
functioned only during a six-week Impact classroom-clinic* For the balance 
of the year, responsibility for follow-up care fell to the full-time health 
coordinator, one aide, and a secretary — all operating out of a small office 
In the annex of an active grade school* More indicative of Health Start 
staff size, however, is the fact that the median number of staff workers 
across all projects (excluding Hammond) was 8ix« 

(6) At most projects (26), health or social aides assisted the work 

of the project, and, at 16 rites. Health Start grants covered their salaries. 
The aides* duties Included outreach and recruitment, taking medical histories 
and giving vision tests. Aides also filled in as health education assistants 
appointment ^'secretaries,'' and drivers to pick up children for screening 
and treatment sessions. 

c« Outreach and Recruitment 

Almost half of the children were enrolled door-to-door, a small 

percentage of whom were found first through agency referrals. The second 

1. Hammond was a ^'converted" Head Start and continued to operate a 
mmmer Head Start program. 
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largest group was children already enrolled In existing day care centers 
(16 percent). 

Three major variables affected the amount of resources needed to 
recruit Health Start children— the geographic area, the target population, 
and the method of recruitment* All of these factors influenced transporta* 
t ion costs, man-^hours spent, and the time devoted to recruiting each child* 
1972-73 Health Start served five general classifications of geographic 
area: (1) ''wide rural" (which includes migrant projects covering several 
counties or an entire state), (2) rural (not in an SMSA)} (3) a mix of 
urban and rural, (4) urban (which includes a major part or all of a city), 
and (5) urban neighborhood. (See Figure VI-1.) 

Th^ target populations of Health Start fall into three general but 
not necessarily discrete categories: (1) "general geographic areas" or 
identifiable poverty pockets which can be a part of or all of the geographic 
area to be served, (2) "identified potential population" which implies 
referrals from welfare departments, school systems. Community Action 
Agencies, local health departments, parents, and Health Start staff members, 
and (3) a "captive population" which has been defined by another program 
or agency such as day care centers, pre-schools, or kindergartens* Head 
Start siblings represent a subset of category two ("identified potential 
population"), because they are a "fixed population" — easily known, identi- 
fied, and located for enrollment* 

Figure VI-1 indicates that the size of target area and the target 
population identified did not necessarily determine the recruitment methods 
used by the projects* For example, projects serving wide rural areas 

1* Standard Metropolitan Statistical Area* 
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GEOGRAPHIC 
ARRA 



Wide 
Rural & 
Migrant 

(6) 



Urban 
Neigh- 
borhood 






TARGET 
POPUUTION 



TYPE 
OF 

ENROLLMENT 



General 
Geographic 
Area or Pov- 
erty Pockets 
(11) 



Identified 
Potential 
Population 
(Lists from 
Welfare, etc.) 
• (6) 



Combination 
of Various 
Target Groups 
(7) 



boor 
to 
Door 

m 



Fixed 
Population 
(Siblings of 
Head Starters) 
(1) 



Enrolled at 
Time of 
Activities of 
Other Agencies 
27% 



Captive 
Population 
(Day Care 
Center or 
Kindergarten) 
■ (6) 



Family Data 
and Signatures 

Collected by 
Day Care Staff 

16%. 



Parents 
Enrolled 
Unsolicited 



( ) « Number of Projects. 
% ■ Percent of total children enrolled* 



Other 
or Missing 
Data 

3% 



Figure VI-1 - Sources and Primary Types of Enrollment for Health Start Projects 
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(e*g«i Penobscoti Grants ^nd Mora) recruited door-to-door and so did 
Baltimorei serving a section of a city. The various types of recruitment 
nrocedures required different amounts of staff time; for example > enrolling 
children from a wide rural area door-to-door demanded the most man-hoursi 
Erirolllng children In this manner necessitated spending a lot of staff 
time and money for the transportation of recruiters. On the other hand, 
Health Start projects serving children In day care centers spent little or 
no money on recruitment, because "enrollment" In those cases meant simply 
signing up the parents and extracting family background data from the day 
care center records. 

d. Health Services 

Although Health Start guidelines did not stipulate who should 
perform various services or where and how these should take place, they 
did outline the basic requirements for proper detection and treatment* 

The community to be served— Its health resources and its health pro- 
viders — dictated, 'in effect, the way in which services could be provided* 
Inevitably, Health Start projects determined which individual providers 
to enlist; whether Health Start funds, other agency resources, or both 
would be used; whether Health Start staff, outsiders or both would do some 
or most of the screening; and how to structure the screening sessions (for 
groups or individuals, at one meeting or many). 

The data Indicate that all of the 1972-73 projects utilized "out- 
siders" in the screening process. At one project, private practitioners 
(physicians and dentists) conducted all screening, while at another pro- 
ject, a physician not only gave the physical examinations but determined 
the necessity of dental referrals. Three projects made no plans to use 



a dentlat in their screening program, yet in fact a najorlty of children 
in those pr6j acts saw a dentist. Two projects decided that children need 
not be seen by physicians or dentists unless abnormal readings were found 
for specific tests* At 16 projects the Health Start staff worked with a 
mix of providers s phydicians> dentists » and other individuals or special 
screening teams, such as state public health department audlologiats or 
public health nurses* At eight projects. Health Start served only as a 
liaison to services and did not itself participate in the screening* 

Most projects actually conducted fewer screening sessions per child 
than planned* Only two projects scheduled more sessions than originally 
planned^ The average number of screening sessions per child ranged from 
one to five, with a median number of encounters across all projects of 
almost three per child. Almost all Health %Start projects did their screen- 
ing at more than one site, using at least two of the following: existing 
health facilities, temporary clinics, Health Start or Head Start centers, 
or children's homes* Seven projects were exceptions: three that used only 
existing facilities (at Mora, private practitioner's officesisnd at Pawtucket 
and Galveston, HEW 314-E Community Health Centers) and four that did multi- 
phasic screening (the conducting of several procedures by a number of 
Individuals duritig a slagle eiiccuuter) in temporary clinics* Eight projects 
took part of their screening into the homes, and 11 projects offered part or 
almost all of it in their centers* 

Projects varied in the tests and procedures used* Some projects, for 
example, used audiometers in the screening, while others without special 
equipment tried to determine hearing loss with a clap of the hands* Some 
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projects gave two blood tests (hetnatoctlt and hemoglobin), othets just one 
of the twoi Although most projects planned additional ''non-required" tests » 
they varied greatly in the regimen of tests actually given. Chapter IV 
pteaehts a detailed analysis of what projects accomplished in the area of 
screeiiingi diagnosis and treatment of Health Start children. 

2. Analysis of Project Characteristics 
and Project Results 

a. Methodology 

Because Health Start projects vaiied greatly in approaches taken, 
few conclusions can be reached about the project characteristics that could 
lead to project success* The evaluators attempted to develop models com** 
bining various project characteristics In order to compare the relative 
success of various types of projects* However, because of the many 
uncontrolled project variables, no models emerged that could be generalized 
to more than several proJectSt As a result, Health Start data were used to 
examine trends in relationships between and among project characteristics 
and between individual project characteristics and project outcomes. Cross 
tabulations of project characteristics and project results were computed* 
(1) Criteria for Analysis 

Because of these data limitations two criteria were used to deter- 
mine whether statistically significant conclusions could be made about the 

■ * 

interrelationships between project characteristics and project success* 
They were: 

(a) "Chi square" tests were used to determine whether results could 
have occurred by chance. If there was more than a 5 percent probability 
(level of significance) that the results could have occurred accidentally, 
no conclusions were made* 
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(b) To ensure that the relationships of project characteristics were 
generalizable, data on a particular characteristic representing either small 
samples of children or children concentrated in only a few projects were not 
used. Therefore » if more than 30 percent of the children were in one Health 
Start projec t or if less than 10 percent (1000 children) were in a category 
of projects I no conclusions were drawn. 

(2) Project Characteristics 

The following project characteristics were considered in this 

analysis: 

e amount of planning 

• type of outreach and recruitment 

• project start-up— amount of delay 

e staffing — background of coordinator, status of coordinator 
(part-tlme/ftill-tlme) , coordinators' Health Start experience 
(two years I one year, less than year), staff days per 
enrolled child 

• grantee"-- type (CAP, public health department, scliool system) 
and experience (first year or second year Health Start) 

e size of project 

• amount of ^'coordinated*' resources used 

• per child cost of the program 

• screening and testing — procedure (multiphasic vs* all other 
;^ . types) and percent done by Health Start staff 
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(3) Project Results 

Project performance on the following factors were considered In 
the analysis: 

• bringing children up-to-date on Itnmunlzatlons 

• providing laedlcal and dental services (testing and treating 
problems detected) 

• conducting all guideline-required tests and screening 

• performing additional (non-required) tests 

• providing health education 

• transmitting children's health records after program 
termination 

• arranging future care for enrolled children, 
b. Interrelationships Among Project Characteristics 

Some of the Health Start project chrractetlstlcs were found to be 
Interrelated. The measurable relationships observed were; 

• Projects with higher per child grant expenditures^ tended 

2 

to also have a higher ratio of staff man-days per child. 

• Projects having nurses as c'^^r'iinators (as opposed to non- 
nurses) tended to have a higher ratio of staff man-days per 
child. 

• Projects with nurses also tended to have high per child 
grant expenditures. 

To meet the analysis criteria mentioned above, projects were 
divided Into two groups; under $100/chlld and over $100/chlld. 

2. Projects were divided Into two categories (under and over 4.5 
man-days per child) . 
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# Projects with low per child grant expenditures tended to 
generate high amounts of coordinated resources (relative to 
other projects), 

e Projects generating a relatively high atoount of coordinated 
resources tended to have nurses as coordinators. 

• Rural projects tended to have higher per child grant 
expenditures and a higher ratio of staff time per child. 

• Small projects were more likely to have nurses as coordinators 
than large projects. 

• Projects In which a high number of screenings and tests were 
performed by Health Start staf f^ were likely to have nurse 
coordinators. 

# Projects serving non-migrant children tended to have nurses 
as coordinators* 

# Projects with small or no delays In project start-up tended 

to be non-urban> refunded projects with experienced coordinators. 

c. Relationship of Project Characteristics and Project Results 

(1) Characteristics Having No Measurable Relationship with 
Project Results 

Ko statistically significant conclusions were reached concerning 
the causal relationships of the following project characteristics and 
project results: (a) planning, <b) outreach and recruitment , (c) employment 
status of coordinator (part-time/full-time) > and (d) grantee type. 



1. Projects were divided into two categories: those with Health 
Start staff themselves conducting an average of less than one screening per 
child and those projects conducting more than one screening per child. 
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(2) Characteristics Having Slight Relationship to 
Project Success 

Some characteristics seemed to be slightly related to project 
results* For example^ project delays in start-up tended to reduce the 
number of screening tests given. However, Table VI-1 shows that, contrary 
to expectationsi projects with substantial delays in beginning operations 
were more successful in completing required dental treatment, repairing caries, 
and in making on-going health care arrangements for the childran enrolled. 



TABLE VI-1 



EFFECT OF PROJECT STARl-UP 
ON PROJECT PERFORMANCE 



Measure of Perfoniance 


Category Of Project 
(amount of delay in 
start-up of project) 




No 
Delay 


Modest 
Delay 


Big 
Delay 


children needing them 
Percent of children (not considered "too 

young") receiving dental treatment 
Percent of required dental treatments computed 
Average number carles repaired per child 

receiving dental treatment 
Percent receiving medical screening 
Percent of medical treatments completed 
Average number screening tests per 

per enrolled child. 
Average number health education 

encounters with parents 
Average number health education 

encounters with child 


37% 

62% 

61% 
3.0 

81% 
46% 
5.9 

1.1 

1.1 


49% 

62% 

82% 
3.0 

73% 
63% 
5.1 

1.9 

1.4 


43% 

57% 

83% 
5.5 

66% 
49% 
5.0 

1.8 

1.7 


Percent of children with health 
records transmitted to another 
agency after program 


A8% 


75% 


66% 


Percent of children with no reported 
future sources of funds or services 
for dental or medical care 


51% 


27% 


16% 


Number of Children in Projects 


3606 


4724 


2105 
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Previous experience of the health coordinator in Health Start appeared 
to give a slight advantage. As Table VI-2 shows projects with coordinators 
hired in the 1971 program were more successful in enrolling children quickly, 
in completing needed medical and dental treatment and in transmitting health 
records to other agencies at the end of the program. Yet coordinators 
starting with Health Start in the 1972-73 program year did about the same 
in screening the children^ providing health education and arranging for the 
future health care of the enrolled children* 

TABLE VI-2 



COMPARISON OF EXPERIENCED VERSUS 
NEW HEALTH START COORDINATORS 





Projfjct Coordinator 
Had Previous 
Health Start Experience? 


Project Performance Measure 


Yes 


No 


Percent of children enrolled before August 1972 


7 OX 


U% 


Percent of eligible receiving dental screening 
Percent of dental treatments completed 


59X 

78% 


64% 
65% 


Percent getting medical screening 
Percent of medical treatments complete 


77% 
63X 


71% 
36% 


Jkverage number of screening tests per child 


5.1 


5.6 


Average number of health education encounters 
with child 

Average number of health education encounters 
with parents 


1.4 
1.5 


1.3 
1.7 


Percent of children with records transmitted 
to another agency 


70% 


52% 


Percent of children with no known future 
source of funds or services for dental or 
mdedical care 


34% 


35% 



o 
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The performance of refunded projects (funded In 1971) was not measurably 
superior to that of projects funded for the first time in 1972. One obvious 

A, 

advantage that refunded projects had was on enrollment which was 64 percent 
complete by August 1972 (two months after the 1972-73 program year started) 
as compared to 6 percent for projects originally funded in 1972. On two 
other measures refunded projects did substantially better than 1972 projects- 
completing medical treatment (61 vs. 33 percent) and transmitting the children's 
health records at the end of the year (74 vs. 45 percent). Yet> on other 
measures I project? originally funded in 1972 did about the same or had a 
slight edge. 

Project conducting multiphasic screening were more successful in 
testing children than were projects conducting other types of screening 
programs (as Table VI-3 indicates) . They also found a higher percentage of 
children needed medical treatment, but they did substantially less in 
completing both the medical and dental problems detected. 



TABLE VI-3 



COMPAP.ISON OF PROJECTS CONDUCTING 
MULTIPHASIC SCREENING VS. ALL OTHERS 



Screening 
Procedure 


Medical 


Dental 


Percent 
Screened 


Percent 
Screened 

Heeding 
Treatment 


Percent 
of Needed 

Treatment 
Completed 


Percent 
Screened 


Percent 
Screened 
Need ing 
Treatment 


Percent 
of Needed 
Treatment 
Completed 


Multiphasic 
Screening 
(4 projects) 


84 
(2118)* 


25 


41 


72 

(1754) 


27 


47 


All Other 
Categories 
(27 projects) 


72 
(7114) 


18 


58 


57 

(5980) 


32 


81 



* ( ) Humber in Sample 
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Projects vlth staffs conducting more than one screening test pet child 

screened more children (an average of 5*2 screens per child) than did proj-* 

ects with staffs conducting less than one screening test (an average of 

4»6 per child). Finally, projects r.eneratlng a relatively large amount of 

"coordinated** (free) resources tended to do slightly better on some measures » 

Projects using high amounts of coordinated services generally did well on 

the number of completed treatments per enrolled child, however, not well in 

significantly reducing the grant expenditures per completed treatment* 

(3) Project Characteristics Strongly Associated With 
High Project Performance 

High project performance was related to nurse coordinators, high 
per child grant expenditures, high ratio of staff time per child enrolled) 
and relatively small numbers of children enrolled* Figure VI-2 shows 
these relationships as well as the project characteristics having J9llght 
correlation to project results and the observed interrelatlonshlofi amoti<^ 
project characteristics. 



1. See discussion of project expenditures and project performance, 
pp^ VI-25 through Vl-27. 

2* Not significant at .30 level (2X3 chi square table). 
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(a) Project With Nurse Coordinators 

About 60 percent of all enrolled children were in projects with a 
nurse as coordinator. Projects with nurses as coordinators performed 
uniformly better on the various measures shown in Table than those 
without « Children with nurse coordinators got more dental and medical 
screening and averaged slightly more total screening tests received. The 
number of health education encounters in projects with nurse coordinators 
was almost double the education sessions in projects without nurse 
coordinators. 



TABLE VI-4 

COMPARISON OF NURSE AND NON-NURSE COORDINATORS 



Project Performance Measure 


Type of Project Coordinator 


Nurse 


Non-Nurse 


Percent of eligible receiving 


64% 


56% 


dental screening 






Percent receiving medical screening 


79X 


67% 


Average number screening tests 


5.6 


5.1 


per child 






Average number health education 


1.6 


0.8 


encounters with child 






Average number health education 


1.9 


1.1 


encounters with parents 






Percent of children with records 


86% 


27% 


transmitted to another agency 






Percent of children with no 


24% 


m 


reported future sources of 






funds or services for dental 






or medical care 
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(b) High Grant Expenditures Per Child and 
High Amount of Coordinated Resources 

Both Increases In amount of grant expenditures per child and amount 
of coordinated resources generated tended to improve project performance 
in screening and treating the children. With the exception of one measure 
used In Table VI-5 (percent of medical treatments completed) Health Start 
projects expending more than $100/chlld of grant funds were more successful 
than projects spending under $100/chlld of grant money. 



TABLE VI-5 

COMPARISON OF PERFORMANCE FOR PROJECTS SPENDING 
UNDER AND OVER $100 OF HEALTH START FUNDS PER CHILD ENROLLED 



Project Performance Measure 


Category Of Project 
Health Start Funds Expended 
Per Enrolled ChilJ 




Under $100 


Over $100 


Percent finnunizations cotspletcd la 
childvcn needing 


41% 


55% 


Percent screened of the children ellgitle 
for dental screening 


51Z 


65% 


Percent of needed dental treataents completed 


in 


81% 


Average number of caries repaired per child 
getting dental treatment 


2,6 


4*7 


Percent receiving medical screening 


69% 


82% 


Percent of needed' medical treatments completec 


1 63% 


53% 


Average number screening tests per 
enrolled child 




5.8 


Avevage nuabcr health education 
encounters with parents 


1.3 


1.8 


Average number health education 
encounters with child 


1.0 


1.7 


Percent of children with henlth records 
transmitted to another agency after 
program 


56% 


95% 


Percent of children with no reported 
future sources of funds or services 
for dental or t'.odlcal care 


37J: 


16% 


Number of Projects 
. Number of ChlWi^^n In Projects 


14 i 

(5591) 


12 

(2862) 
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High grant expenditures also were related to the average amount of 
dental treatment given per child treated. The differences shovm In Table Vl-6 
for project averages cf extracted teeth, repaired carles and other restorative 
work are veil beyond what could result from random error alone. 

TABLE VI-6 

PROJECT PER CHILD EXPENDITURES 
AND TYPE OF DENTAL TREATMENT GIVEN 



Health Start Funds 
Per Enrolled Child 


Number 
of 

Children 
Treated 


Mean Values For Children 
Receiving Some Dental Treatment 


Extractions 


Caries 
Repaired 


Caps« etc. 


Under $100 


941 


0.17 


2.62 


0.17 


Over $100 


919 


0.48 


4.65 


0.32 



A moderate tendency existed between a higher amount of coordinated 
lesources generated and low expenditures per child « Therefore, Table VI-7 
shows (for six measures) not only did projects with lower per child expendi*- 
tures perform better than high per child expenditures but also projects with 
higher coordination seemed to be more successful than projects generating 
relatively few outside resources. 
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TABLE VI-7: THE EFFECT* OF PER CHILD GRANT EXPENDITURES 
AND COORDINATION OF RESOURCES ON PROJECT PERFORMANCE 

AMOUNT OP COORDINATION 





Low 


Some 


Wgh 




# Projects * 2 

# Children - 1140 




i Projects - 8 
t Children - 3086 




# Projects - A 

# Children - 1363 


G 
R 

t $100) 

n 


X Eligible Children 
Receiving Dental 
Screening 37 

X Trt. Coiiip* 35 




EligiDie Children 
Receiving Dental 
Screening 49 

X Trt. Comp. 75 




X Eligible Children 
Receiving Dental 
Screening 52 

X Trt. Cofflp. 76 


T 


% Med. Scr. 42 




X Med. Scr. 73 




X Med. Scr. 80 


IT 
El 

X 

p 

B 
N 
D 


X Trt. Comp. 52 




X Trt. Comp. 65 




X Trt. Comp. 52 


9 Scr. Per Child 4.2 




f Scr. Per Child 4.3 




# Scr. Per Child 5.7 


I 








T 
U 
R 


J Projects - 5 
# Children - 1108 




# Projeci'ts - 1 

# Children - 179 




# Projects • 2 

# Children - 401 


E . 

S 

p Mid 

p ($100 to 

I $200) 

R 


X Eligible Children 
Receiving Dental 
Screening 83 

X Trt. Conjp^ 90 




Ik Eligible Cnildren 
Receiving Dental 
Screening 80 

X Trt. Comp. 95 




X Eligible Children 
deceiving Dental 
Screening 95 

X Trt. Comp. 74, 


E 


X Med. Scr. 79 




X Med. Scr. 65 




X Med. Scr. 89 


N 
R 
0 


X Trt* Comp. 46 




X Trt. Comp. 66 




X Trt. Comp. 65 


L 
L 
E 
D 


# Scr. Per Child 5.8 




# Scr. Per Child 6.4 




# Scr. Per Child 5.8 








H 


# Projects - i 

# Children - 98 




# Projects - 3 

# Children * 1176 




# Projects - 0 

# Children - 0 


I 

L 

^ High 
(ov6r 
$200) 


X Eligible Children 
Receiving Dental 
Screening 95 

X Trt. Comp. 0 




M iLiigiDxe v^nxiaren 
Receiving Dental 
Screening 39 

X Trt. Comp. 75 








X Med. Scr. 62 




X Med. Scr. 85 








X Trt, Comp, 0 




X Trt. Comp. 55 








# Scr. Per Child 3.4 




t Scr. Per Child 6.0 







ERJC *A chl-square test on the frequency of occurrence of projects in the 

m^sam categories used Is significant at 0.10 level. 
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(c) High Ratios of Staff Time Per Enrolled Child 

In general, projects with a high number of staff days per enrolled 
child (4.5) provided a greater amount of health services to the Health Start 
children as shown In Table VI-8. 

TABLE VI-8 

EFFECT OF STAFF SIZE ON PROJECT PERFORMANCE 



Performance Measure 


Pro.lect Staff Size 
(Man-Days Per Enrolled 
Child) 




Under 4.5 


Over 4.5 


Percent immunizations completed for 
children needing 


35% 


36% 


Percent of eligible receiving dental 
screening 


68X 


82% 


Percent of dental treatment completed 


73% 


83% 


Average number carles per child getting 
dental treatment 


2.7 


4.8 


Percent receiving medical screening 


76% 


90% 


Percent of medical treatment completed 


52% 


46% 


Average number of screening tests 
pet child 


5.4 


6.2 


Average number health education 
encounters with parents 


1.4 


2.3 


Average number of health education 
encounters with child 


1.2 


2.0 


Percent of children with no reported 
future sources of funds or services 
for dental or medical care 


57% 


14% 
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(d) Small Projects 

With the exception of two output measures used (percent of children 
receiving medical screening and number of caries repaired per child getting 
dental treatment), smaller projects performed better than large projects 
as is evidenced by data in Tabl^ VI-9. 



TABLE VI-? 



COMPARISON OF PERFORMANCE FOR PROJECTS ACCORDING 
TO NUMBER OF CHILDREN ENROLLED 





Category of Project 
(number of enrolled children) 


Measure of Performance 


Under 200 


200 to 


Over 4.00 


Percent of children with incomplete 








immunizations completed during year 


56% 


46% 


37% 


Percent screened (ot children elisible 








for dental screening) 


67X 


64% 


56% 


Percent of needed dental treatments , ^ 






72% 


completed 


77% 


75% 


Average number caries repaired per child 








getting dental treatment 


3.6 


4.1 


3.1 


Percent receiving medical screening 


71% 


76% 


74% 


Percent of needed medical treatment 








completed 


66% 


58% 


42% 


Averaga number screening tests per 








enrolled child 


5.7 


5.4 


5.2 


Average number health education 








encounters with parents 


2.3 


1.7 


1.2 


Average number health education 








encounters with children 


1.6 


1.3 


1.3 


Percent of children with health 








records transmitted to another 








agency after program 


91% 


64% 


51% 


Percent of children with no reported 








future sources of funds of services 








for dental or medical care 


13% 


24% 


50% 
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B» Relationship of Health Start Project Results 
and Coi&munlty Characteristics 

For purpose of this analysis, Health Start projects were divided into 
four groups: urbani rurali tnixed (urban and rural) and uigrant* Generally^ 
urban and migrant projects fared worse on most measures than did other types 
of projects. Figure shows that there were two exceptions: (1) Urban 
projects gave more tests pet child, although on average they found about the 
same number of abnormal conditions per screening test given as did rural and 
mixed projects. (2) Migrant projects found the highest proportion of health 
problems in the children tested. 

Figure VI-4 shows that urban and migrant projects completed treatments 
for a smaller percent of those children needing treatment than did the other 
projects and that the six urban projects all spent less than the average 
project expenditure of $104 per child. 

Figure VI-5 shows that three of the six urban projects completed less 
than 50 percent of the treatment needed » while less than one-fourth of all 
other projects completed less than 50 percent of the needed treatment* 
These results about urban projects appear paradoxical in the light of three 
factors: 

e Urban children have the highest enrollment rate In Medicaid (54 
percent) as compared to 32 percent for rural projects* 37 percent for mixed 
projects and 22 percent in migrant projects. 

• Urban children have almost twice the percent of up-to-date i!smuni2a- 
tlons of other children. 

• Urban children have had considerably more previous medical and 
dental care than others. 
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Urban Rural Mixed Migrant 

Average Number of Screenings per Enrolled Child 






CO 

0) 



s 



.14 



I 



4J 



.02 



Urban Rural Mixed Migrant 

Average Humber of Health Problems Detected Through Screens 



Figure VI-3 - Relationship of Community Characteristics to Project Performance: 
Screening and Detecting Health Problems 



ERLC 



VI-32 




GRANT rxrESDtn/RCS n% EKKOLLIO CHILD 



riRurt Vl-4 - Ri'J4tion«l»tl» of Corwunlty Ch.-^r.ictcrict ICi to Trojcct Perfei^anc*! 
Trcat«ent» Cor'pl^tcd *Jrd Grant rxpondlturc» 




.1.3 . 3 .4 .5 .6 .7 .a .9 1.0 1.1 1.) 



AVCRA<*^.KWO« or ASNOAHAL TEST HESULTS 
PER tNROUQ) CHILD 



figxtTt Vl-5 - Rc2.iti<^nsblp of Co-ctunjty Charactr vifitlcf to ?roiett Perlorwanets 
Health rrobUra* D<;iect<?»J «nd Corrected 
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€♦ Relationship of Health Start Project Results and 
Pre-Existing Medical Services 

The atoount of health care resources available (as measured by the number 
of physicians per thousand residents in the community)^ did not have a 
detectable influence on project performance. The distributions of perform- 
ance among pro.iects with high» medium, and low amounts of health resources 

■ 

in the community were not markedly different. However, it is ironic that 

the three projects with the fewest completed treatments, both per enrolled 

child and per treatment needed, all were in communities with a high number 

2 

of health resources. Thus the presence of an abundance of health resources 
does not guarantee good project performance, nor does a paucity of resources 
Inevitably lead to poor performance. 
Conclusions 

Because of the Health Start program design did not permit isolation of 
single factors, no successful program models emerged from the data analysis. 
However, many individual project characteristics appeared to be interrelated 
and some individual characteristics were either slightly or strongly related 
to successful project results. High project performance (in terms of health 
services given) was most strongly associated with nurse coordinators (as 
opposed to coordinators v^o were not nurses), high expenditures per child, 
high ratio of Health Start staff to children enrolled, and small project 
size* 

Urban and migrant projects generally did not do as well as rural and 
mixed (urban and rural) projects. The migrant project results could have 
been predicted (given the difficulty in providing health care to a migrant 

r; Source: Distribution of Physicians In the U.S ., American Medical 
Assoclationi Center for Research and Development, Chicago 1972. 

2. This conclusion does not take into account other factors that mifht 
have affected project activities, e.g., the attitude of the health community 
and accessibility of services ♦ 
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population and the poor performance of migrant projects In the first year 
Health Start). However^ considering the fact that children In urban projects 
entered Health Start with certain advantages (higher enrollment In Medicaid, 
more Immnizat lone up-to-date » and more previous medical and dental care)i 
they did not receive as many services as did rural projects and projects 
serving both urban and rural children. 

Finally^ the existence of health resources In the community (as measured 
by the ninnber of physicians per thousand residents) did not have a measurable 
Influence on project performance. 
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CHAPTER VII 



COST ANALYSIS OF THE HEALTH START PROGRAM 

At Planned and Actual Expenditures 

Table VII-1 shows the grant size for each HealthStart project, the 
percent of the grant expended, the planned per child cost and the final per 
child grant expenditure. Project grants ranged from $15,000 to $252,000, 
project size from 88 to 864 children, and the resultant planned per child 
expenditures from $22 to $320, The actual per child expenditures ranged from 
$38 to $286. Some projects spent almost all of their grant funds, ^ while one 
project spent one-third of its grant. Even though analysis of the data shows 
generally that Health Start projects spending more money gave more health 
service, there is not a perfect correlation between the amount of money spent 
and the amount of services given to the children. This is due to other factors 
affecting cost and project performance. 

As Chapter VI indicated, few projects had commitments from health service 
providers before beginning operations: for the number of children who would 
be served, for what types of services, trt what costs, Therefore, it is not 
surprising that the planned and actual expenditures varied considerably, A 
trend similar to that in the first year program was evidenced in the second 
year. The amount of the grant expended had little connection with either 
relative planned per child expenditures or accurate estimates of the number 
of children who would be enrolled in the program. Five projects substantially 
decreased this planned per child cost, yet had considerable money left over 

n One project reported spending 125 percent of the grant. Twenty- 
ive percent was from the 1971-72 Health Start grant. 
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TABLE ni'i > rumtEO akd actual cost per child 



SITE 


Grant 
Sice 


X Grent 
Expended 


Plenned 
Coet/Chlld 


Actual 
Coat /Child 


X Increeee * 
or Oecreeee. 


REGION I 
P«vtuckct» R. X. 
Paoobteot, He. 


$ 37.794 
57,512 


58X 
96 


$ 63 
115 


$ 71 
86 


+ 13t 
- 25 


R£GI0K II 
Tom River t J. 
Albloa, M. T. 
Sen jueQ» ?• R. 


25,108 
32,500 
40,270 


44 
* 
* 


100 
260 
322 


65 
* 


- 35 
e 

A 


REGION in 
Eeltlnore, Kd. 
Pelnont, V. V«. (Herioo) 
(Berbour) 


30,000 
45,891 


67 
56 


100 
254 


93 
131 


- 7 
• 48 


REGION IV 
Boooe» N. C. 
Orleodo, Fie* 
CherUeton, $• C. 
Veej: Fela Beechi Fie. 


25,000 
26,000 
25,000 
15,000 


84 
93 
64 
55 


91 
118 
83 
75 


66 
299 
53 
41 


- 27 
+153 

- 36 

- 45 


REGION V 
Flint. Klch. 
More, Kion. 
Dayton, Ohio 


45,532 
25,057 
19,183 


77 

90 

125** 


130 
68 

96. 


97 
74 

130 


• 25 
+ 9 
+ 35 


REGION VI 

Alburquerque, N* K« 
Oklehose City, Okie. 
Grente, N. K« 
Galveston, Tex. 
RefiBdond, Le. 


36,692 
43,981 
40,000 
45,000 
252,000 


82 
81 
64 
49 
82 


122 
22 
200 
150 
168 


90 
49 
83 
226 
241 


* 25 
4123 
- 58 
4 51 
+ 43 


REOIOH VII 
PortigevilU, Ko« 
CerroU, love 


40,000 
40,000 


74 
36 


154 
75 


112 
38 


- 27 
. 49 


REGION VIII 
Center, Colo. 
Ceder City, Uteh 


40,000 
40,000 


100 
59 


320 
200 


286 
110 


- 11 

- 45 


REGION IX 
Merced, Celif. 


78,990 


70 


125 


116 


- 7 


REGION X 
Hilliboro, Ore. 
Kedford. Ore* 
Coos Bey, Ore* 


45,509 
35,000 
26,063 


81 
64 
85 


182 
175 
261 


170 
125 
187 


- 7 

- 29 

- 28 


IKPD 

The Oellesi Ore. 
Ft. Leuderdele, Fie. 


37,735 
100,000 


87 
68 


42 
200 


38 
89 


- 10 

- 55 



* Expenditure breakdown not reported. 

** locludee carry-over funds from 19U-72 progres. 
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(mainly because all children enrolled did not get all needed health services 
and/or because the actual enrollment fell sUort of the planned) • Three 
projects Increased substantially the actual per child costs over the planned, 
again with grant money expended — the primary reason being that each project 
enrolled approximately one-half of the children planned. What is obvious 
from the data Is that planning was a weakness, both at the project level 
(i.e«, cost estimates bearing little resemblance to actual expenditures) and 
at the regional office level (I.e., grant funds allocated to projects without 
evidence of well-planned budgets). 

B. Ihii Composition of Health Start Grant Expenditures 

Approximately one-fourth of the Health Start project grant expenditure^ 
was used for direct health service delivery, with the remainder of the grant 
funds covering personnel, transportation and other administrative items. 
Table VII-2 shows that personnel costs across projects dominated Health Start 
grant expenditures (61 percent of the total grant expenditures and an average 
of $63 an enrollee)* Even though there was a variation across projects in 
the amount spent on personnel (from zero to 85 percent of the grant expended), 
all except seven projects used over 50 percent of their grant funds for 
personnel . 
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TABLE VII-2 

COMPONEKTS OF HEALTH START GRANT EXPENDITURES 

(Data Source: Health Start Expenditure Forms 
June 1973) 



Grant Expenditure Item 


Percent of Grant Expenditure 


. Personnel 


61 


Coordinator Salary 
Other Salaries 
Fringe Benefits 


19 
37 
5 


Travel 


9 


Health Services* 


23 


Space, Supplies 1 etc. 


7 


TOTAL GRANT EXPENDITURES FOR 
27 HEALTH START PROJECTS** 


100% (about $104 
per enrollee) 


* Screening! Immunization and treatment of children* 
**Expehdlture data for three projects were not reported. 



C. Relationship of Grant Expenditures and Project Use 
of Coordinated (Contributed) Resources 

For every dollar of grant money expended, Health Start projects generated 
and used more than 20 cents from other sources* Because of scattered report- 
ing on the dollar value of services used and not paid through the Health Start 
grant, the exact amount of the value of the ''free" services Is unknown.^ Over 
one-half of the reported coordinated resources used by Health Start projects 
was for direct health services. Figure VII-1 shows that projects with lower 

Costs for some of the most expensive health services, e.g., certain 
kinds of medical treatment, usually were Incurred by another agency like 
Crippled Children's Service or Medicald-Tltle XIX. Few Health Start projects 
were able to estimate the dollar value of such services. Therefore, even 
though relatively few children needed such expensive care, it is assumed that 
if these costs were estimated the amount of services contributed to Health 
Start by other agencies/individuals would be slightly higher/ 
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cm AVAIIABLE 




o 
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grant expenditures per enrollee tend to have received more "coordinated" 
health services.^ 

1. Sources of Funds for Screening and Inanunlzatlons 

Health Start grant funds were used for a majority of all screenings 
and tests performed on the Health Start children. The source of funds for 
screening and Immunizations Is shown In Table VII-3. The 60 percent of the 
children receiving Immunizations through "contributing agencies" were almost 
without exception served by a local public health department— -also the 
major source of "contributed" tuberculin tests. Usually blood tests^ and 
urinalyses were performed by Health Start personnel or private physicians 
paid by Health Start funds. Vision screenings were most frequently done by 
public health departments or voluntary organizations (e.g., Lion's Club) 
and were paid for by the provider. An organization often providecl hearing 
screening, although there seemed to be no typical arrangement for providing 
it. Dental and medical screening were performed usually by private dentists 
and doctors whose fees were paid by Health Start* Medicaid was rarely a 
source of funds for any of the various screening tests. Health Start staff 
members did a substantial portion of the screening themselves. Staff con- 
ducted 53 percent of the urinalyses, 44 percent of the speech screening and 
40 percent of the tuberculin tests. 



1. The trend is statistically significant at the .01 level based on 
the Speaiman rank correlation coefficient with a value of 0.59. 
2» Hematocrit and/or hemoglobin. 



erJc 



VII-7 



TABLE VII-3 

SOURCE OF FUNDS FOR SCREENING AND IMMUNIZATIONS 

(Data Source: Expenditure Forms of 27 Projects 
as of June 1973) 







Percent of Children Served by 
Source of Funds 






Health Start 


"Coordinated" 






Grant 


Funds 






Type of Service 


Sample 
Size** 
(// Children) 


Staff 


Fee For 

Svc. & 

Con- 
tracts 


Contri- 
buted By 
Provider 


Title 
XIX 
Medicaid 


Immunizations 


4425 


20X 


m 


60% 


2X 


Tuberculin Test 


3684 


40 


6 


54 


0 


Blood Test 


5490 


37 


39 


18 


6 


Urinalysis 


4415 


53 


32 


9 


6 


Vision Screening 


4052 


26 


18 


53 


3 


Hearing Screening 


4033 


25 


16 


58 


1 


JL 

Speech Screening 


1863 


44 


31 


25 


0 


Dental Screening 


4382 


6 


67 


24 


3 


Medical Screening 


5363 


16 


70 


7 


7 


* Not a required test. 

** The number of children for whom the funding source of 
service was reported. 



2, Source of Funds for Health Treatment 

Health Start paid for most of the health treatment given to Health 
Start children* The two exceptions were vision and hearing treatment which 
tended to be performed with other agency resources* Table presents 
the source of funds for five categories of treatment (reported resulting 
from each screening or test). Because the number of dental and medical 
treatments far exceeded the number of other types of treatments given, Health 

Start paid for most of the treatments given* Since Health Start also paid 
O 
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for noat of the screening and testing, most of the individual health services 
were paid by direct expenditure of Health Start funds. 

TABLE VII-4 
SOURCE OF FUNDS FOR TREATMENT 







Percent of Children Treated By 
Source of Funds 






Fee For 


Coordinated Resources 


Type of Treatment 


Sample 
Size* 
0 Children) 


Service Or 
Contract Paid 
By Healtli 
Start Grant 


Service 
Inkind 
Paid By 
Provider 


Title 
XIX 
Medicaid 


Other 


Vision 


197 


39J: 


44% 


13% 




Hearing 


88 


24 


59 


16 




Speech 


57 


63 


16 




21 


Dental 


2144 


91 


4 


4 




Medical 


1732** 


68 


9 


7 


16 


* Number of children for whom funding source of treatment was reported. 
** Could Include children counted more than once for more than one type 
of medical treatment. Data from only 18 projects could be used. 
Source: Expenditure Forms as of June 1973 for 27 projects. 



D. Per Child Costs of Health Services 

The per child cost of screening and treatment for health problems varied 
widely. The available data on the dispersion of these costs are summarized 
In Figure VII-2. The figure Indicates for each type of service the cost and 
the percent of children reported by projects who were served. The raw cost 
data from which the above were derived consisted of the number and average 
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100 Y 

Cutnuldtivc 
Percent of 
Children 

50 - 



Cumulative 
Percent of 
Children 

50 



Cumulative 
Percent of 
Cltitdren 

50 




100 



Blood 

Hema t oc r 1 1 / Hemoglob in 
(N-2752; Average Cost 
per Child - $2,57) 



Dollars per Child 



15 



100 

Cuinulatlve 
Percent of 
Children 



50 ■ 




Urinalysis 
(N'»1339; Average Cost 
per Child « $2.72) 

10 



15 



50" 




Vision Screening 
(N-1967; Average Cost 
per Child « $1.53) 

10 15 



Dollars per Child 



100 



50 




Hearing Screening 
(N-2078; Average Cost 
per Child - $3-64) 



5 , . 10 ♦ 



Dollars per Child 



15 



100 



50' 




Speech Screening 
(N-763; Average Cost 
per Child - $2.65) 



Dollars per Child 



10 15 



Notes: 



e Curves show lue cumulative 
percent of children served at 
or under a given value. 
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FlgUte-VII-2 ~ Distribution of Unit Costa for Screening and Irmunization 
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Dollars per Child 



Figure VII-2 (Continued)- Distribution of Unit Costs for Screening and 

Irnunlz.itior. 
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unit cost In a project for children receiving a specified type of service 
from a specified type of provider and source of payment. (For examplei 10 
children received hemoglobin tests at $3.00 from a private doctor paid by 
Health Start.) 

The variations In unit coats for screening tests were too vide to per- 
mit any accurate conclusions as to what combinations of provider and payment 
sources result In higher or lover costs. For example » there vere 35 
"observations"^ of medical screening costs (one of the large sample sizes)/ 

but a comparison of unit costs paid by Health Start and those not paid by 

2 

Health Start yielded no real difference. 
E. Cost Projections 

In estimating the average cost for treatment per enrolled child one 
must consider the following Items: 

• fraction of children tested who need treatment 

e rates for false positive and false negative results on 
screening tests 

• fraction of children recommended for treatment who receive 
treatment as a result of screening 

• unit cost of treatments 

• number of treatments provided 

Table VII-5 presents data on the cost estimates and projections for case 
findings detection, and treatment program for pre-school children* These 
figures are based primarily on Health Start data. The data include the 
average unit cost of Health Start services » the percent of the total serv- 
ices paid for by some other agency or ^individual ("coordinated"), and the 

detection rates for each screening test. 

1« An "observation" is the average cost in a project for medical 
screening from a specified combination of services and source of funds 
(e.g., private physician, fee for service). 

2. Using a Kolmogorov-Smirnov two sample test on the 35 observations 
- .05 level of significance. 
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These data are presented for three groups of children: from birth to 
six years of agei from three to six years of age and from birth to six. The 
data are displayed in this manner to show Health Start results as well as 
cost projections which could be used for programs serving particular age 
groupSi for example, Head Start. The evaluators feel strongly that health 
delivery cost estimates (for an aj^proach as used in Health Start) should 
include personnel and other costs because more than direct payment for health 
care is involved in delivering health services. 

While Table VlI-5 can be useful to budget planners (for example, in 
making budget requests of Congress or in planning the health component of 
local projects), it is important to emphasize the variability of total costs 
and coats to OCD across Health Start projects. 

Using Health Start cost and incidence data the evalxtators estimate that 
if all required tests and screens are given to a group of 100-200 children 
(from birth to six years of age) and all needed treatment is completed, it 
would cost an estimated $200 a child. ^ (If the same proportion of 
donated services were received as in Health Start; the cost of serving the 
same age group would be $113 a child. If only children over three years 
old were served, the total cost of providing them with Health Start-like 
services would be $219 a child and $129 a child with "coordination.") 

It is important to keep in mind that Health Start dollars provided only 
one-time case finding and treatment for the children enrolled. Even though 
the services are unknown, 1971 data show that the average annual cost for 

1. A similar estimate was made in the first year evaluation of the 
Health Start program. Less data were available in the 1971-72 program; 
however, the nominal cost was assumed to be approximately $200/child. See 
Health Start; Interim Analysis and Report , Joe N. Nay et al.. The Urban 
Institute, January 1972. 
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health services for individuals under 15 years in the U.S. was approximately 
$165.^ The annual cost for A?DC Medicaid recipients in California under five 
years old was about $18A per child in 1973 dollars. None of these sources 
reflects the cost of a year's comprehensive health care. Because comparable 
data were not available on a one-time case finding and treatment program 
similar to Health Start, no conclusions can be made about the relative cost 
of the approach taken in the Health Start program. 
F. Conclusions and Recommendations 
1, Conclusions 

a. Health Start projects varied greatly in grant size, amount of grant 
spent, per child funding level, expenditures for different types of health 
services and amount of coordinated resources generated. 

b. About one-fourth of grant expenditures across all projects was 
used for direct health service delivery, the remainder was used primarily 
on personnel and to a i^seet extent on transportation and other administra- 
tive itema. 

c. For every dollar of grant money expended, Health Start projects 
generated and used more than 20 cents for other sources, 

d. Health Start grant funds were used for most of the screening and 

testing done on the children enrolled. Health Start also paid for most of 

the costly dental treatment. For the relatively few children who needed 

expensive medical treatment, however, other agency resources were generally 

available and used. The value of such health care was difficult, if not 

impossible, for Health Start projects to estimate. 

1. For the year 1971 the reported expenditures on health in the U.S. 
were $358 per person ("National Health Expenditures, 1929-71," Social Security 
Bulletin* January 1972), However, cost per child is lower than the average. 
In 1962 (as reported by the National Center for Health Statistics, Series 10, 
Number 9) , the cost per person under 15 years old was 46 percent of the average 
annual cost; consequently, the estimate here ($165) Is 46 percent of $358. 
O 2. Computed from a 2 percent sample of the California Medicaid popula- 

ERJC tion FY 1968-1969 > 
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e. Analysis of the data showed that providing one time case-^flndlng 
and treatment services to approximately 100-200 children from birth to six 
years of age In a program like Health Start would cost approximately 
$200/ child. If the same fraction of services could be generated 
from other sources as In Health Start » the cost per child could be reduced 
to $113 » If only children from three to six years of age would be served) 
the total cost would be higher due primarily to additional dental needs. 

2. Recommendations 

Cost data similar to those presented In this report could be used 
In the Head Start program not only for Congressional budget requests but 
also In reviewing project proposals and budgets. If CCD required Head 
Start grantees to prepare budget Justifications for estimated health 
services costs (Including those expected to be Incurred by some other 
agency), Head Start projects probably would be more successful In planning 
and budgeting for their health service components than were Health Start 
projects. 
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BACKGROUND AND HEALTH CHARACTERISTICS 
OF HEALTH START CHILDREN 

» 

Health Start children brought with them various characteristics » some of 
which appeared to relate to health care needs and others to project results* 
This chapter discusses selected characteristics of the children. They are: 
sex, age, ethnicity, mobility (migrant/non-migrant) , Medicaid status, location 
(urban, rural, etc.), recent health care, pre-existing medical conditions, 
immunization status and physical growth (size). 
A* Sex and Age of Children 

Almost an equal number of boys and girls K3re enrolled in the Health 
Start program. A total of SO. 8 percent were males; the small variation 
across projects is presumed to be random. There was considerably more 
variation across projects in the average age of children enrolled. The 
average age for one project was 18 months while the average age for another 
was alSiOst five years (57 months). The average age of the children in the 
median project was slightly under three years (34 months). 

1. Age Distribution 

Table VIII-1 shows that 37 percent of the children across all 
projects were under three years of age. About 5 percent of the children 
enrolled were above the age limit of six years as specified in the Health 
Start guidelines. 
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TABLE VIII-X 

AGE DISTRIBUTION OF HEALTH START CHLDREN 

(Source: Health Start Quarterly Health Report, 
June 1973) 



Age In Months 
(At time of enrollment) 


Percent 


0 to 12 


10.3;!; 


13 to 24 


12 fi 


25 to 36 


15.6 


37 to 48 


20.0 


49 to 60 


23.9 


61 to 72 


14.0 


73 to 84 


3.2 


Above 85 


0.4 


TOTAL 


100. OX 
(H-9.624) 



2e RelatlonshiiTof Age to Medical Conditions 
Requiring treatment 

Children under three years of age had 21 percent more medical con- 
ditions requiring treatment than did those over three years of age. For 
every 1000 children screened » the average number of medical conditions 
detected was 382^ for children under three, as compared to 317^ for children 
over three years of age. The number of medical conditions for both age 
groups Is shovm In Table VIII-2. 



1. Standard error of estimate: 19. 
2« Standard error of estimate: 17* 
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TABLE VIII-2 

MEDICAL CONDITIONS DETECTED IN HEALTH START 
CHILDREN UNDER AND OVER 36 MONTHS OLD 



Humber of Medical 
Conditions Detected 


Children Under 36 
Months Screened 


Children Over 36 
Months Screened 


0 


68. 7Z 


72. 7Z 


1 


25.4 


23.3 


2 


4.9 


3.6 


3 or more 


1.0 


0.4 


TOTAL 


100. OX 


100. OX 




(2,578 chlldren- 
71Z of enrolled) 


(4,662 chlldren- 
77t of enrolled) 



Although younger children had more medical conditions, the conditions 
detected In children under 36 months and over 36 months were almost equally 
severe. Table VIII-3 shows that, of the children found to have medical 
conditions^ over one-fourth from both age groups had severe conditions (likely 
to Interfere with their future health or performance) . 



TABLE VIII-3 

DISTRIBUTION OF CHILDREN OVER AND UNDER 36 MONTHS 
HAVING MEDICAL CONDITIONS (BY DEGREE OF SEVERITY) 1 



SEVERITY OF 


WORST CONDITION 


Children Under 
36 Months 


Children Over 
36 Months 


SEVERE 


Likely to Interfere with future health 
or performance If not treate<i 


29. 7X 


27.5% 


MILD 


Unlikely to Interfere with future 
health or performance If not treated 


46.1 


A4.7 


NO TREATMENT 
NECESSARY 


Condition detected, no treatment 
necessary 


24.2 


27.8 


TOTAL 


100. OX 


100. OX 



1. Number of children having medical conditions and with degree of severity 
^-orted: Under 36 month8-809; Over 36 month8-l,273. 
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There ate only eight particular types of medical conditions where sta*- 
tidtical differences were found in the children under 36 months and children 
over 36 months. Six of them were more prevalent In younger children: 
nutritional def icienciesi acute upper respiratory diseasesi chronic respiratory 
diseasest diseases of the eari skin disorders, and gastro-lntestlnal disorders/ 
diseases. Table VIII*-4 shows that two conditions found more often in older 
children (over 36 months) were heart murmurs— requiring specialist consultation 
— and behavioral/emotional problems. For both age groups/ nutritional de- 
ficiency was the most prevalent health condition detected by the medical 
screening (5 percent of the. children screened were found to have a nutritional 
problem) . 

Younger children had more medical conditions needing treatment; however, 
older children were in greater need of dental care, Dental treatment (restora- 
tion and extraction of teeth) was rarely needed for children under 36 months, 
yet dental diseases were prevalent in children over 36 months. Extraction 
data can be considered a measure equivalent to the severity of medical con- 
ditions, that Is, for a child under six to need teeth extracted is a serious 
problem. Table VIIt-5 shows that there is a strong trend related to age: 
the older the child the more likely it Is that he has had teeth extracted. 
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TABLE 7111-4 
MEDICAL CONDITIONS FOUND BY SCREENING 





• mean or ftmticw oiiiMai vtts coimtTiM 


>iri«T««c« U 










ut 


Type of Medical Condition 


] 111* 


0**ff 3 Yri* 


C1dUr«l 






One or nore of the belov 


31 • 3* 


27 .jZ 


28.7a 


.001 




Itutrltlonal deficiency 




1 AA 

3*99 


5,25 


.0001 


23X 


Acute upper resplratpry diseases 


5i 16 


3.13 


3.86 


.001 


20 


(lasting less than three months) 












Dleease or Infect lone of the ear 




2.72 


3ill 


• 01 


33 


Skin disorders 


3.53 


2.42 


2.81 


• 01 


7 


Bernla (Including unbllical* Inguinal » 


1*90 


2.23 


2.14 




13 


or f Moral) 












Genlto urinary disorders/diseases 


1.71 


2i34 


2,12 




13 


Mviscular-skeletal (Includes orthopedic) 


2.29 


1*74 


1.94 




26 


KosSi throat disorderaMlseases 
(Includes tonsils > a<?enolds) 
Eye disorders (including strabisiaus 


1.94 


1.91 


1.92 




14 












1.36 


1.63 


1.52 




41 


and conjuctlvltls) 












Beart munour (requiring specialist 


.89 


1.61 


1.34 


.02 


17 


consultation) 












Castro intestinal dlsorders/diseasea 


1.71 


1.03. 


1.26 


.02 


11 


Hematological disorders (in blood<- 


1.20 


•92 


1.01 




50 


fonaing organls) 












Other 


.85 


1 An 


1. 00 




14 


Behavlor/eaDOtlonal (inrludea 


.47 


AA 

«99 


*V A 

i 79 


• 02 


53 


hypertension) 












Chronic resplvatory diseases 


.^5 


• 43 


• 56 


• 05 


29 


(sinusitis* bronchitis) 












Neurological disorder/dysfunction 


.i>0 


• *r 


LSI 

• ^o 




54 


(includes cerebral and other 












palsies* hydrocephalus) 












Asthaa 


.35 


.49 


• 44 




31 


Hay fever and other allerglea 


.39 


.39 


.38 




29 


Mental retardation 


.23 


.39 


.34 




72 


Cosnunlcable disease (chicken pox) 


.39 


.2» 


• 32 




43 


Enuresis (bed vetting) 


.16 


.32 


.26 




5 


Beart disease (Including patent ductus) 


.23 


.21 


.23 




41 


Learning dlssbility 


.23 


.21 


.22 




31 


Convulsive disorder (selture* epilepsy) 


.12 


.26 


.21 




27 


Injuries (burns* lacerations p contusions) .12 


.IS 


.14 




60 


Metabolic disorder (includes diabetes) 


.08 


.11 


.10 




86 


Serious speech problems 


.04 


-.06 


• 05 




50 , 


Disorders of endocrine gland 




.06 


.04 




33 


(thyroid* parathyroid* adrenal) 












Liver diseases (includes hepatitis* 


.08 




.03 




50 


cirrhosis) 










Btrious visual ispalrmtnt 




.02 


.01 




100 


Lead polsooi'.g 


.04 




.01 




100 
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TABLE VllI-5 

DISTRIBUTION BY AGE OF 
CHILDREN HAVING EXTRACTIONS 



CHILDREN HAVING 
TEETH EXTRACTED 


AGE OF CH 


[LDREN IN MONTHS 


TOTAL 


0-12 


13-24 


25-36 


37-48 


49-60 


61-72 


72+ 


Percent with dental 
work started 




(3)* 


(18) 


5.9X 
(51) 


12. 5X 

(72) 


9.5X 
(74) 


45 .9X 
(11) 


10. 5X 
(229) 


Percent with dental 
work completed 


(7) 


9. IX 
(11) 


6. OX 
(83) 


5.7X 
(353) 


10. 9X 
(717) 


17. 7X 
(447) 


27. 7X 
(166) 


14. 5X 
(1784) 


TOTAL 


(7) 


7. IX 
(14) 


4.9X 
(101) 


5.7X 

(404) 


11. OX 
(789) 


16. 5X 
(521) 


28. 8X 
(177) 


14. IX 
(2013) 



* ( ) - Number of children In sample* 
B» Ethnic/Cultural Background 



The major ethnic/cultural group in Health Start was white: 39 percent 
of the children enrolled. Blacks composed the next largest group with 34 
percent of the total » and Mexlcan-^Americans accounted for 21 percent of the 
children* Three percent were Puerto Ricani 2 percent American Indian, and 
1 percent "other." Projects varied considerably in their composition. In 
facti two projects* Baltimore and Charleston, were over 99 percent black; 
Penobficot, Mora and Coos Bay were over 99 percent white; Dayton, Albuquerque, 
and Center were all over 80 percent Mexican- American, and, of course, the 
two San Juan projects (sunmer and full year) were 100 percent Puerto Rican. 

Of the three largest groups (whites, blacks, Mexican-Americans), 
Mexican* Americans had the least amount of care in the 12 months previous to 
Health Start and were the least likely to have access to care after Health 
Start. Table VIII-6 shows that only 15 percent of the Mexican-American 
children were enrolled in the Medicaid program, while 29 percent of the white 
children and almost one-half of the black children were enrolled in Medicaid* 
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TABLE VIII-6 

A COMPARISON OF HEALTH START CHILDREN 
BY MAJOR RACIAL GROUPS ENROLLED 





Black 


Kexlcan- 
Aaerican 


White 


Percent eligible for Medicaid 
and enrolled prior to Health Start 
and enrolled during Health Start 
but not enrolled 

Not eligible for Medicaid 

Eligibility not Knovn 


45. 4X 
0.6 
3.0 
29.3 
21.7 


15.31 
0.7 
2.4 

77.7 
3.9 


28. 9X 
1.4 
21.3 
40.8 
7.6 


TOTAL 


1003: 


lOOX 


lOOX 
(3690) 


Distribution of Knovn Iinmunization Status 
complete prior to Health Start - 
completed during Health Start 
incOffiDlete at end of HeAltrh ^^Ar^ 


n.ix 

33.7 


12. 6X 
28.0 


13. 5X 

40.7 

43.0 


TOTAL 


lOOZ 
(3133) 


lOOJ 
(1913) 


lOOZ 
(3703) 


Knovm Crisis Medical Care in Previous 
12 months 

Known Preventive Medical Care in Previous 
Known Dental Care in Previous 12 months 


10. 8Z 

22.9 
2.9 


28. 2Z 

5.6 

4.3 


21. 9Z 

17.2 
5.2 




(3198) 


(2050) 


(3674) 


Percent with known assurances future 
dental and medical funds and services 


21. 9t 


2.5X 


11. 9X 




(3282) 


(2068) 


(3822) 


Percent of children who are migrants 


20? 


A5X 


4Z 




(3250) 


(2031) 


(3516) 


Average number of screeDlng tests per 
enrolled child 


5.8 


4.7 


4.9 




(3302) 


(2088) 


(3822) 



*( ) - Number of children in saj^>le« 



(continued) 



VIII-8 



TABLE VII 1-6 (Continued) 

Mtxlcan- 



Percent of children t^sttd computing 
dencal treatment 


( 317) 


lit 

(An 

( 676) 


( 962) 


Pttcent of children tested conple&ing 
Mdical treatment 


37X , 
( 612) 


57X 
( 446) 


57X 
< 742) 


Percent of children tested having one or 
more severe medical conditions 


(2557) 


e.4ic 

(1436) 


9.6X 
(2866) 


Average number of health education encounters 
with child 

with thild*8 parents 


1.1 
1.3 
(3302) 


1.4 

1.2 
(2088) 


1.4 
2.1 

(3822) 



Scteeninft Test Results 





Percent of. Group 


Percent of Group Screened 






Screened 




Needing Tr*«niifl 


at , , - 






Mexican- 






Kexican- 




Test 


Black 


American 


White 


Black 


Aaerican 


Whit* 


Hemoglobin * 


28X 


IBX 


39X 


12X 


12X 


7% 


Hematocrit * 


27 


33 


32 


14 


13 


14 


Tuberculin 


* 66 


51 


42 


0.3 


0.3 


0.3 


Urinalysis 


69 


54 


61 


3 


1 


3 


Vision 


75 


61 


59 


5 


6 


7 


Hearing 


77 


61 


53 


3 


3 


4 


Speech 


28 


38 


32 


6 


5 


7 


Intestinal Parasite 


21 


0 


3 


13 




30. 


Lead 


I 


0 


14 






11 


Psychological 


13 


7 


6 


11 


12 


6 


Sickle Cell 


42 


2 


I 


5 






Strep 


0 


6 


2 




34 


18 


Denver Development 


13 


9 


ly 


5 


5 


5 


Dental 


41 


52 


50 


43 


62 


51 


Kedical 


77 


74 


75 


24 


29 


26 


Base N for all except 


3022 


2088 


3825 


3022 


20S8 


3825 


dental 












Base N for dental 


2038 


1450 


2336 


2083 


. 14S0 


2336 



^Approximately 8 percent of the enrolled children received both blood tests. 
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Few Mexlcan-Amer leans entered the program with their Immunizations up-to-- 
date (13 percent) I Approximately the same percent of white children were In 
need of Immunizations when they entered Health Start; however, over twice the 
number of white children cottpleted their immunizations by the end of the year. 
A substantially higher percent (32) of black children entered the program 
with Immunizations up-to-date. The same pattern Is In evidence In reported 
arrangements for on-golng health care; only 2.5 percent of the Mexican- 
Americans were assured of care (medical and dental funds and services), while 
almost 12 percent of the white children and 22 percent of the black children 
were reported to have access to future care. 

As for evidence of health care needed, except for dental, the three 
groups of children did uot vary greatly on the percent of health problems 
detected through the required screenings and tests. Sixty-two percent of 
the Mexican-American children who received a dental exam were found to need 
treatment, 51 percent of the white and 43 percent of the blacks needed dental 
treatment. Almost one-half of the Mexican-American children were migrants, 
which could explain their lack of access to care and the resultant need for 
care. 

C. Mobility: Mlgrants/Non-Mlgvants 

Almost one out of every five children In Health Start was a migrant; 
however almost 90 percent of the migrant children were enrolled In four 
projects; Ft. Lauderdale, The Dalles, Dayton and Orlando. 

The 1971-72 Health Start evaluation findings pointed to particular 
weaknesses In migrant programs^ and recommended that a special **mlgrant'' 

1. See Health Start; Final Report of the Evaluation of the First 
Year Program , Leona M. Vogt and Joseph S. Wholey, The Urban Institute, 
September 1972. 

O 
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model be developed for the second year Health Start program. This recommen- 
dation was not followed, and again (as Table VIII-7 shows) migrant children 
entered Health Start with less care than the non-migrant children. They 
needed more dental treatment, received fewer screening tests, and had almost 
no assurances of on-going care. 



TABLE VIII-7 
COMPARISON OF MIGRANT AND NON-MIGRANT CHILDREN 



Lndtdcceriscics ot lyniiGren 


Migrants 


Non- 
Mlsrants 


Percent known to be eligible for Medicaid 


23% 


(1832)* 


48% 


(7117) 


Percent of children with incomplete 










immunizations on enrollment 


82% 


(1803) 


79% 


(6959) 


Percent of children with immunizations 










incomplete at end of program 


58% 


(1803) 


41% 


(6959) 


Percent with known dental care in 










previous year 


1.4% 


(1846) 


5.1% 


(7042) 


Percent with known medical care in 










previous year 


10% 


(1797) 


45% 


(7112) 


Percent of screened needing dental treatment 


63% 


(655) 


50% 


(3874) 


Percent of screened needing medical treatment 


25% 


(1107) 


28% 


(5868) 


Average number of screening tests per child 


3.8 


(1859) 


5.9 


(7395) 


Percent of children with records transmitted 










to another agency after Health Start 


38% 


(1859) 


69% 


(7395) 


Average number of health education 










encounters with child 










Average number of health education 




|(1859) 


^•1 


|(7395) 


encounters with parents 


1.1^ 




1.8, 




Percent of children with assured future care: 










dental and medical funds and services 


4%" 




15%^ 




Percent of children with no known future 




|(1859) 




j(7395) 


dental and medical funds or services 


45% 




31%^ 





* ( ) - Number of children In sample. 
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D. Medicaid Status of Health Start Children 

A large number of children (42 percent) were not eligible for Medicaid 
benefits primarily because of family Income or employment etatus. Approx- 
imately one*- third of the children were enrolled In Medicaid (Title XIX)*— most 
of them prior to entering Health Start. (Approximately 1 percent enrolled In 
Medicaid during the Health Start year«) Ten percent of the children met the 
Medicaid eligibility requirements of i:he states In which they resided » yet 
were not enrolled and could not receive Title XIX benefits* 

The Medicaid status of the children was to a large extent dependent on 
the project In which the children enrolled. For example i three-fourths of 
the children eligible but not enrolled In Medicaid were In two Health Start 
projects: one-half In Penobscot and one-fourth In Mora. Both of these pro- 
jects Indicated In The Urban Institute Medicaid survey that the parents con- 
sidered being on Medicaid a "welfare stigma*" 

Health Start enrollment In Medicaid of eligible children was strongly 
dependent on the age of the child » as Figure VIII-1 illustrates* Infants 
eligible for Medicaid tended not to be enrolled » but the fraction of eligible 
children not enrolled decreased as the child got older* 

I \ 



1 

if -8 

o 



ii 
u 



50% ■• 
40% .. 
30% 
20% 
10% 



0% 



i 



in 



-+■ 



0 1 2 3 4 5 6 
Q Age of Child - Years 

ERJC ture VIII-ls Percent of Eligible Children Who Are Not Enrolled in Medicaid 

by Age of Child (with + one Standard Error of Estimate) 
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table VIll-8 reveals that the Health Start children known to be enrolled 

In Medicaid had more care in the 12 months prior to entering Health Start 
than did children eligible (yet not enrolled) and children not eligible for 
Medicaid, Fever children enrolled in Medicaid needed dental treatment, but 
they had a slightly higher average number of teeth extracted. Yet continuous 



TABLE VIlI-8 

HEALTH STATISTICS OF HEALTH START CHILDREN WITH 
KNOWN MEDICAID STATUS 





In 

Medicaid 


But Not 
Enrolled 


Not 
Eligible 


Percent of children vlth known dental 
care in previous 12 months 


n 

(3003)* 


IX 
(916) 


SX 

(4047) 


Percent of children with known medical 
care in previous 12 months 


45!C 
(2976) 


16X 
(925) 


41X 
(4089) 


Percent of children %rlth known 
up^to^date ImQunizatlon 


22X 
(2956) 


9X 
(959) 


16X 
(3988) 


Percent of screened needing 
Rental treatment 


43% 
(1655) 


74X 

(359> 


53X 


Percent of screened needing 
medical treatment 


26X 
(2251) 


23X 
(738) 


26X 
(3161) 


Percent of dental treatments 
completed 


nx 

< 705) 


95X 
(262) 


7 IX 

(nil) 


Percent of medical treatments 
completed 


43X 
( 574) 


69X 
(169) 


55X 
( 821) 


Average number of caries repaired 
per dental treatment 


3.8 
( 619) 


1.1 

(259) 


3.8 
( 994) 


Average number of extractions 
per dental treatment 


0.30 
( 619) 


0.18 
(259) 


0.20 
( 994) 


Percent of children with known source 
of future funds for medical care 


61. 5X 
(3114) 


23. 9X 
(983) 


10. OX 
(4180) 


Percent of children with known source 
of future funds for dental care 


54. 9X 
(3115) 


3.9X 
(983) 


8.6X 
(4181) 


Percent of children with knora source 
of funds and services for future 
medical and dental care 


31. 9X 

(3115) 


1.5X 

(983) 


4.7X 
(4181) 



( ) • Nunbtr of children in sample* 
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enrollment In Medicaid was not certain. Of the children vho were enrolled In 
Medicaid when they entered Health Start, 47 percent were reported not to have 
access to Medicaid funds after KeAlth Start. ^ Over 61 percent of the children 
enrolled In Medicaid had known sources of sotne funds for future medical care 
and approximately 55 percent for dental care* 

Of the three groups considered, children eligible but not enrolled In 
Medicaid had received the least amount of previous care. Even though a higher 
percentage of them needed dental care, they needed the fewest teeth extracted 
and they completed almost all of their dental care. Approximately one-fourth 
of these children had access to some funds for health care at the end of the 
year—possibly even Medicaid funds. However, this group of children tended 
to have very little assurance of on-going, comprehensive care« Only 1.5 percent 
had access to future medical and dental care: funds and services. 

Ei Location of Children 

Health Start projects were classified by the evaluators into four 
categories: urban, rural, mixed (urban and rural) and migrant. Children 
in the four categories differed markedly on the various characteristics 
shown in Table VIII-9. The only exception was the average number of caries 
repaired. Over one-half of the children in urban projects were enrolled in 
Medicaid before entering Health Start, compared to 37 percent of the children 
in "tiilxed" projects, 32 percent in rural projects, and 22 percent in migrant 
projects. Urban children also had more care in the 12 months prior to enter- 
ing Health Start. Of the children tested, more rural children needed dental 
and medical treatment than the other groups. The most striking finding in 
Table VIII-9 is that only 0.2 percent of the children in migrant projects 
were known to have access to future care (medical and dental funds and services)! 

1. The average period of enrollment in Medicaid la 18 months* Children 
tend to go on and off Medicaid. This is a key point to remember for plan- 




and budgeting health components in programs like Head Start. 



TABLE VIII-9 



CHARACTERISTICS OF CHILDREN IM 
URBAH. MIGRANT » AMD RURAL PROJECTS 







Type of 


Project 




Characteristic o£ Children 


Urban 


Mixed 


Rural 


Migrant 


Percent migrants In project 


OX 


16% 


2% 


88% 


Percent enrolled in Medicaid 
before Health Start (or all 
children with known Medicaid 
status) 


54 X 


37% 


32% 


22% 


Percent with up-to-date 
immunization at time o£ 
enrollment 


29% 


18% 


15% 


18% 


Percent of screened needing 
dental treatment 


33X 


52% 


64% 


60% 


Percent of screened needing 
medical treatment 


22% 


29% 


31% 


21% 


Average number caries re- 
paired per dental treatment 


3.5 


3.6 


3.6 


3.3 


Percent with known dental 
care In previous year 


9% 


6% 


2% 


2% 


Percent with known medical 
care In previous year 


66% 


49% 


30% 


9% 


Percent with known future care 
(medical and dental funds and 
services) 


16% 


23% 


. 14% 


0.2% 


Number of children in types 
of projects 


2,525 


1,086 


4,366 


1,854 



o 
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F« Recent Health Care and Pre-Existing Health Conditions 

The earlier discussion shewed that three groups of children were more 
likely to have had some type of health caru in the 12 months prior to enter- 
ing Health Start. They were urban childreni non-migrants and children 
enrolled in the Medicaid program. 

Table VIII-10 shows that only 3 percent of the children were known to 
have had both medical care (preventive or crisis) and dental care within 12 
months prior to Health Start. Twenty-one percent of the children had some 
crisis medical care (but no preventive medical care), and approximately 17 
percent had some preventive care* Nothing was known about the previous he 
health care status of over 14 percent of the children. 



TABLE VIII-10 

AMOUNT OF MEDICAL AND DENTAL CARE 
IN THE YEAR PRIOR TO HEALTH START 





Medical Care In Past 12 Months 


Only 
Crisis 
Care 


Preventive 
Care 


No 
Care 


Unknown 


TOTAL 


Dental Care With- 
in Past 12 Months 

Some 


1.3% 


2.1% 


0.7% 


0.1% 


4.2% 


None 


13.4 


6.8 


27.2 


2.9 


50.2 


Too Young 


5.4 


5.6 


9.9 


6.5 


27.6 


Unknovm 


0.5 


2.0 


0.9 


14.5 


18.0 


TOTAL 

N - 9,294 


20.6% 


16.5% 


38.7% 


24.1% 


100% 



o 
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Children varied across projects In the amount of previous care they 
had. An average of over 90 percent of the children In six projects^ had 
not received any dental care in the 12 months prior to Health Starts while 
the average over all projects was 50 percent. In two projects (Penobscot 
and Tom's River) over 95 percent of the children had no medical care In the 
previous 12 months, while for all projects the average was 39 percent. 

Children who were not known to have medical care In the 12 months 
prior to entering Health Start (those reported as having "none" and "unknown") 
received fewer testa In the Health Start program and had less chance of 
assurance of continuing health care after Health Start was over. (See 
Tables VHI-11 and VIII-12. 

TABLE VIII-11 

AVERAGE NUMBER OF TESTS 
AND PREVIOUS MEDICAL CARE 



Children Receiving 
Medical Care In 
Previous 12 Months 


* 

Average Number 
of Screening Tests 
Per Child 


Required 
Tests 


Optional 
Tests 


Crisis (N " 1941) 


6.5 


5.3 


1.2 


Preventive (N - 1553) 


6.6 


5.2 


1.4 


None (N - 3683) 


5.2 


4.4 


0.8 


Unknown (N « 2248) 


4.2 


3.7 


0.5 


* Averages have a standard error due to sampling of less 
than 0.1 In the worst case. 



1. San Juan (Summer) » Falrmonti (both projects) , Orlando, Portagevllle, 
and Coos Bay. 
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TABLE VIII-12 

THE RELATIONSHIP OF PRIOR MEDICAL CARE 
TO FUTURE HEALTH CARE 



Medical Care in Last 
12 Months 


Percent of Children with no 
Assurance of Funds or Services 
for Dental or Medical Care 


Crisis 


29-1% 


Preventive 


29-6% 


None 


27. 2X 


Unknown 


49.5% 



A chlld^s need for care (measured by his problems detected In Health Start) 
related to the type and amount of care he had received within the 12 months 
prior to entering Health Start. Table VIII-13 shows that children having 
previous crisis medical care were more likely to need medical care In the 
Health Start program. Having preventive medical care reduced the need for 
medical treatment » but twenty-one percent of the children having preventive 
care In the previous year were still found to be In need of some medical 
treatment* 



TABLE VIII-13 

PREVIOUS MEDICAL CARE STATUS AND 
NEED OF MEDICAL CARE 





Medical Care In Previous Year 




Crisis 
Only 


Preventive 


Nojte 


Unknown 


Percent of screened needing 
medical treatment 


37X 


21% 


24% 


27% 


Number of children screened 
by category of past care 


1,601 


1»307 


2,632 


1,570 



o 
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The children tQore likely to have had severe medical conditions (one- 
fourth of all those found with medical conditions) were children having 
medical care In the previous year. Table VIII-14 shows that children having 
crisis medical care had more severe conditions than children with some 
preventive medical care. Because only 1.5 percent of the children tested 
and found to need medical treatment were already under care for the condition 
found, the previous medical care of the Health Start children rarely was 
related to prior medical conditions. Therefore, having previous medical care 
did not greatly reduce the need of medical care for Health Start children*''' 

TABLE VIII-14 



INCIDENCE OF SEVERE MEDICAL PROBLEMS 
IN CHILDREN WITH PREVIOUS MEDICAL CARE 



Category of Children: 
Type of medical care in 
previous year 


Result of Medical Screenings 
Percent of children with one 

or more severe medical 

conditions 

(Standard Error of Estimate) 


Crisis Care 


12. 9X (0.3X) 


Preventive Care 


7.5% (0.3%) 


No Care 


4.0% (0.1%) 


Unknown 


3.1% (0.2%) 



1. For other screenings and tests, less than 1 percent of the chil- 
dren tested were already under care for the health problems detected. See 
Appendix D for overview of health services component. 
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On the other hand, having Bome recent dental care did reduce alightly 
the need for dental care during the Health Start year as Table VIII-15 shows. 
Children having known previous dental care did have more caries repaired*--* 
but fewer extractions. One contention is that dental care prevents a child •s 
teeth from deteriorating to the point that extracting teeth becomes the only 
feasible treatment. 

TABLE VIII-15 



PREVIOUS DENTAL CARE AKD CURRENT 
DENTAL STATUS 





Previous Dental Care 


Dental Characteristics 
of Children 


Within 

Previous 

Year 


None In 

Previous 

Year 


Too 
Young 


Unknown 


Number of children by previous 
care 


394 J 


4j,768 


2^604 J 


1^^685 


Percent of screened needing 
dental care 




53% 


31% 


59% 


Average Humber Extractions 

per child treated 
(standard error of estimate) 


0.21 
(.06) 


0.29 
(.03) 


0.07 
(.06) 


0.45 
(.07) 


Average Humber Carles Repaired 

per child treated 
(standard error of estimate) 


4.4 
(0.4) 


3.6 
(0.1) 


2.2 
(0.5) 


3.3 
(0.3) 



G. Immunization Status of Health Start Children 

Health Start projects reported great variation in the iiranunlzatlon status 
of the children at enrollment In the Health Start program, Only 19 percent 
of the children across projects were considered to be "up-to-date" In their 
Immunization schedule at Health Start enrollment. The Baltimore project 
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reported that 58 percent of the children needed no Itranunlzatlons, yet seven 
projects reported that almost 99 percent still needed them, 
H. Size of Children 

!• Height and Weight 

Because the height and weight of the Health Start children were known 
only within a three month interval (reported in one of the Quarterly Health 
Report periods) , it was necessary to develop several assumptions to set the 
bounds of height and weight of children: (1) that the measurements were 
taken during the quarter in which the results were reported, and (2) that 
the measurements could have been tak<sn at the beginning, in the middle, or 
at the end of the three month interval* Therefore, the evaluation provides 
data to account for the lack of precision of age and time of measurement. 

The evaluators developed size categories for Health Start children 
using standard height and weight tables.^ Taking into consideration the age 
and sex of the children, the extremes (under the 10th and over the 90th per- 
centiles in height and weight) for Health Start children were determined. 
Table VIII-16 presents height and weight data with three possible age varl- 
at ions: 

HI - The age at the end of the three month interval 
MID - The age In the middle of the three month Interval 
LO - The age at the start of the three month interval. 



1, Waldo El Nelson, Victor C. Vaughan, R. James McKay^ Textbook of 
Pediatrics , Philadelphia, W. B. Saunders & Co., 9th Edition, 1969, pp. 42-51. 
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If Health Start children had the same dletrlbution of height and weight 
as the population of "standard'' children, then one would expect Table VIII-16 
to show 10 percent of the children under the 10th percentile, 80 percent 
between the 10th and the 90th, and 10 percent above the 90th percentile. 
The effect of underestimating age (the **L0" age assumption) would be to over^ 
state the number of children under the 10th percentile and understate the 
number over the 90th percentile. The effect of over estimating the age 
(the "HI" age assumption) would have the opposite effect. 



^ABLE VIII-16 

DISTRIBUTION OF^HEALTH START CHILDREN ACCORDING TO STANDARD 
HEIGHT AND WEIGHT PERCENTILES FOR VARIOUS AGES 



Q 



0) 



HI 

MID 

LO 



Distribution of Ch 


lildren By Height 


Males 


(3,625 Children) 


Females (3,542 Children) 


Under 


Between 


Over 


Under 


Between 


Over 


10th 


10th and 


90th 


10th 


10th and 


90th 


Percentile 


90th 


Percentile 


Percentile 


90th 


Percentile 


42.211: 


46.2% 


10.5% 


36.4% 


56.6% 


6.9% 


37.1 


48.7 


14.2 


30.4 


60.0 


9.7 


31.1 


49.8 


19.0 


24.8 


61.3 


13.9 







Distribution of 0} 


lildren By Weight 






Males 


(3,663 Children) 


Females (3.576 ChJ 


Lldren) 






Under 


Between 


Over 


Under 


Between 


Over 






10th 


10th and 


90th 


10th 


10th and 


90th 






Percentile 


90th 


Percentile 


Percentile 


90th 


Percentile 


ion 


HI 


23.1% 


64.0% 


12.8% 


24.3% 


68.9% 


6.9% 




MID 


19.2 


64.9 


15.9 


20.7 


70.7 


8.7 




LO 


15.3 


64.9 


19.8 


16.5 


72.1 


11.4 













(Standard error due to eampllng + 0,8S!) 
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The data In Table VIII-16 Indicate that Health Start children had a con^ 
alderably higher chance of being shorter and underweight In relation to their 
age and sex than did ''average'^ children. This conclusion Is not obscured by 
the uncertainty of the children's ages. Within the error limits Imposed by 
sampling and age uncertainty due to reporting, the percent of children over 
the 90th percentile Is not significantly different from the ''average" pop- 
ulation. The one exception Is boys* weight. The male children were more 
prone to be overweight; between 3 and 10 percent more of the Health Start 
boys were over the 90th weight percentile, 

Table VIII-17 shows the Joint distribution of height and weight of 
children (using the "MID age^' assumption). If "overweight" in relation to 
height, age, and sex is defined as being below the diagonal (upper left to 
lower right) in Table VIII-17, then about 28 percent of the boys and 20 
percent of the girls were in this category. If "undersized" in relation 
to age and sex is defined as being below the 10th percentile in height and 
weight, then 15 percent of the boys and 13 percent of the girls fell in this 
category. Therefore, there was a marked tendency of the Health Start children 
to have been either undersized or overweight* 

However, no notewrothy correlation was found to exist between the nine 
height-weight categories (under the 10th percentile, over the 90th, or in 
between for height and weight) and results of the screening tests given to 
Health Start children. This supports the textbook admonishment thiit height 
and weight information "will be most useful if it is recorded at so.rlal 
examinations on charts permitting comparisons with standards for each age"^ 
rather than at a one-time observation was available for this study. 

1. Waldo E. Nelson, Victor C. Vaughan, R* Janes McKay. Textbojk of 
Pediatrics , Philadelphia, W.B. Saunders & Co., 9th Edition, 1969, p. 39/ 
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TABLE VIII-17 

JOINT PERCENT DISTRIBUTION OF CHILDREN BY 
HEIGHT AND WEIGHT USING THE "MID" AGE ASSUMPTION 



Weight 



Weight 





Height 


Kales 4 


:3. 570 Children) 




Under 
10th 
Percentile 


Between 
10th and 
90th 


Over 
90th 
Percentile 


Total 


Under 10th Percentile 


mi — - ■ 
14.7% 


4.3X 


0.2X 


19. 2S! 


Bp^WAen IflfVi And QHfh 




Jo i 0 


6.2 


85.0 






K o 
J .7 




15.8 


' TOTAL 


37.1% 


48.8% 




lOOX 






ceuiaxes < 


: 3. 49 5 Children) 




Under 
10th 
Percentile 


Between 
10th and 
90th 


Over 
90th 
Percentile 


Total 


Under 10th Percentile 


m ' ■ ■ ■ " 

13. AX 


6.8Z 


0.4X 


20. 6X 


Between 10th and 90th 


15.5 


"^50.2 


5.2 


70.9 


Over 90th Percentile 


l.A 


3.0 " 


^^4.1 


8.5 


TOTAL 


30. 3X 


60. OX 


9.7X 


lOOX 



2. Blood Test Results 

Children under 36 months of age and below the 10th percentile In 
height and weight often had low hemoglobin or hematocrit readings. Table 
VIII~18 shows the percent of ''small children*^-- ^having height and weight below 
the 10th percentile for their age and sex^-wlth positive blood test results 
(needing treatment). 

Health Start data show that the results of a blood test (hemoglobin or 
hematocrit) were very good Indicators of whether or not a child would have a 
medical condition needing treatment. The blood teat was a far superior Indi- 
cator of medical conditions than the small size of the child (relative to the 
10th percent:^les for height and weight) as is demonstrated in Table VIII-19. 
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TABLE VIIl-18 
BLOOD TEST RESULTS FOR SMALL CHILDREN 

Percent of Children Needing 
Treatment aa Determined by 
Blood Teat Reault 

(Standard Error of Estimate) 





Small 




Age Group 


Children 


Others 


3 year a and under 


12.5X (0*3X) 


3.6X (0.3X) 


Over 3 year a 


(0.631) 


5,2% (0.4%) 



TABLE VI 11-19 

THE INFLUENCE OF HEIGHT, WEIGHT, AND BLOOD TEST RESULTS 
ON THE PERCENT OF CHILDREN FOUND NEEDING MEDICAL TREATMENT 

Percent Needing Medical .Treatment 





Afl 


e 


3 years and under 


Over 3 years 


Size of Child 


Blood Test Result 


Blood Test Result 


Not OK 


OK 


Not OK 


OK 


Small 




24X (251) 


53X (5%) 


25JI: ilX) 


Not small 


m m 


22J: (IX) 


4U (5%) 


22X (IX) 



( ) - Standard Error of Estimate 
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3. Gotnparlson of Hemoglobin and Hematocrit Values of Health Start 
Children with Those of Children of Other Soclo-Economlc Gtoupa 

The relationship between blood test results (hemoglobin, hematocrit) 

and socio-economic status of children has been documented: Children from 

low Income families tend to have lower hemoglobin and hematocrit values.^ 

Helath Start children have hematocrit and hemoglobin values that are below 

the values of children In the lowest class used in the Oven study* The 

results from Health Start are compared to Owen's results in Figure VIII~2 
2 

and VIII-3. The figures show for one age group (48-71 months) the percent 

of children with hemoglobin and hematocrit below given values* The distri** 

butions of Health Start children are significantly different (at the 5 percent 
3 

level) from the socio-economic classes used by Owen* 



1. For example see Owen, Lubin and Garry, "Preschool Children in the 
United States: Who Has Iron Deficiency?^ The Journal of Pediatrics , Vol* 79, 
No. 4, pp. 563-568, October 1971. 

2* Similar figures are displayed in Appendix D for different age groups 
for both the hematocrit and hemoglobin tests* 

3. A Kolmogorov-Smlmov two sample two tail test waa used. 

O 

ERIC 



VIII-28 



I. Children Exposed to Fluoridated Water 

The Health Start data confirm the claims that fluoride reduces decay. 
Children living in communities with fluoride In the water tended to sieed less 
dental treatment than did children In communities without fluoridated water. 
(See Table VlII-20.) For children needing dental treatment, the presence of 
fluoride reduced the amount of care needed (here measured by carles repaired 
and teeth extracted) . 



TABLE VIII-20 

THE EFFECTS OF FLUORIDATED WATER 
ON DENTAL STATISTICS 



DENTAL 
STATISTICS 


Children in a Project 
Exposed to Fluoridated Water 




ALL 


SOME 


NONE 


Percent of children (not considered "too 
young") receiving dental screening 


90% 


65% 


45% 


Percent of screened children needing 
treatment 


26% 


59% 


64% 


Percent of treatments completed 


50% 


83% 


73% 


Average number of extractions per 
child treated 


0.22 


O.U 


0.25 


Average number of caries repaired per 
child treated 


2.00 


3.46 


4.22 


NUMBER IN SAMPLE 


1,417 


3,800 


2,498 
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J* Conclusions and Recommendations 
1. Conclusions 
a. Age 

(1) Thirty-seven percent of the Health Start children across all projects 
were under three years old* 

(2) Although children under three years of age tended to have slightly 
more medical conditions than did children over three » the conditions detected 
in the two age groups were almost equally severe. 

(3) The older the child the more likely the need for dental treatment. 
Ethnicity 

(1) The major ethnic/cultural group was white (39 percent), followed 
by blacks (34 percent)* Mexican-Americans made up 21 percent of the total. 

(2) Of the three major ethnic groups, Mexicans-Americans had the least 
amount of health care in the 12 months prior to entering Health Start, 
were most likely to need dental care, were least likely to be enrolled in 
Medicaid, and were least likely to have access to future health care. The 
same trend occurred for the migrant children* (Most of the migrants in 
Health Start were Mexicans-Americans*) 

c* Medicaid Status 

(1) Approximately one-third of the children were enrolled in the Medicaid 
program. Ten percent of the children were eligible but not enrolled and 

the rest were either not eligible or unknown* 

(2) Health Start children were not assured of continued enrollment in 
Medicaid. Of the children enrolled in Medicaid upon entering Health Start, 
almost half (47 percent) were reported to not have access to Medicaid funds 
after Health Start* 
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d« Location of Children 

Urban children tended to have had more health care In the 12 tnontha 
before entering Health Start and were more likely to be enrolled In Medicaid 
than were children In rural > mixed (urban/rural) or migrant projects. 

e. Previous Care 

(1) Fifty percent of all Health Start children had no health care in 
the 12 months prior to entering Health Start. 

(2) Children not knovm to have had medical care in the 12 months prior 
to entering Health Start were less likely to receive many tests (and sub- 
sequently health care) during Health Start and had less chance of continuity 
of health care after terminating from Health Starts 

(3) Health Start children having crisis medical care in the 12 months 
before entering Health Start were more likely to need medical care during 
Health Start* 

(4) Children with some type of medical care (crisis or preventive) In 
the 12 months prior to entering Health, Start were more likely to have severe 
medical conditions. 

(5) Only 1 percent of the children found to need medical treatment were 
already under care for the medical conditions found In the Health Start 
screening program. 

(6) If a child had dental care in the 12 months prior to entering Health 
Start, he tended to have more carles repaired but fewer teeth extracted. 

f • Immunization Status 

Even though immunizations generally are available through public 
health departments, only 19 percent of the Health Start children were on 

O 
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schedule with respect to their Itmounlzations upon entering Health Start, 

g. Growth (Size) of Children 

(1) Health Start children were more likely to be shorter and underweight 
and have lower blood counts (In relation to their age and sex) than were 
"average'' children. 

(2) Twenty-eight percent of the boys and 20 percent of the girls were 
over-weight • 

(3) Health Start data show that blood test results are very good In- 
dicators of whether or not a child would have a medical condition needing 
treatment • 

h. Effect of Fluoridated Water 

Children In communities without fluoridated water tended to need 
more dental treatment. Over twice as many carles were repaired (per child 
treated) In projects where none of the children were exposed to fluoridated 
water as In projects where all the children lived In communities with fluori- 
dated water. 

2. Recommendations 

Health Start data show that the following types of children are 
more likely to need health care and, therefore > should be screened first In 
a case finding and treatment program like Head Start (especially If funds 
are limited) : 

• Children who have had recent medical care (especially 
crisis care). They tend to need medical treatment. 

• Young children who are small for their age. They have 
twice the number of ailments as young children of normal 
size. 

• Children who have abnormal blood readings. They tend 
to have serious medical conditlonst 

• Children who are not exposed to fluoridated water (for 
dental screening). They tend to need more dental treat- 
ment, 

O 
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MEMORANDUM 



A-1 

DEPARTMENT OF HEALTH. EDUCATION, AND WELFARE 
OFFICE OF THE SECRETARY 



Assistant Regional Directors 
Office of Child Development 



DATE: 



February 29, 1972 



FROM 



Edward Zlgler, Director ( 
Office of Child Development 




SUBJECT 



Health Start Program Summer 1972 



Transmitted herewith are guidelines for the 1972 Summer Health Start 
program. The emphasis this year will be on developing new techniques 
In the coordination of resources of other HEW programs to make medical 
and dental services available to low Income preschool children. Your 
programs should be developed according to the guidelines • 

To Insure the success of the Health Start effort, you must work closely 
with representatives of collaborating HEW agencies such as Health 
Services and Mental Health Administration (HSMHA) and Social and 
Rehabilitation Service (SRS) • Their involvement is ejsential to 
meeting the program's objectives • For your inform^'tion, attached is 
a copy of SRS^s Program Regulation Guide on "Early and Periodic 
Screening Diagnosis and Treatment of Individuals Under Age 21^' and 
their listing of Associate Regional Commissioners for Medical Services • 

I request your cooperation in making Summer Health Start a vital, 
successful endeavor so that through it we may develop ways of better 
meeting the health needs of the youngsters we serve* 

If you need further information, and assistance contact Mrs, Olive Y. 
burner at (202) 755-7768. 

Attachments 
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GUIDELINES FOR HEALTH START 1972 



I Goals of Health Start 

Uoalth Start Is a demonstration program designed to develop^ on a 
limUo.d national basis, a variety o£ approaches for generating health 
HurvicciJ for economically disadvantaged preschool children. The 
program goal is to develop new techniques in the coordination of 
resources of other hew programs to make medical and dental services 
available to those children* A secondary goal is to fill health 
care gaps in limited resource areas where there is a demonstrated need 
and the possibility exists for getting such services foe children of 
poverty. The projects are expected to focus on the detection and correc- 
tion of underlying health problems^ on preventive servlceSi on health 
education for children and parents and on linking children to continu- 
ous health delivery arrangements whenever possible* 



II Objectives 

A* To demonstrate the feasibility of a service cootdination 
approach to health care delivery for low income children 
in areas where health resources vary from tew or none to 
many. 

B. To make health services available and accessible to an 
increased number of economically disadvantaged children. 

C. To develop new ways of assisting preschool economically 
disadvantaged children through their parents to become 
linked to health services in areas with limited health 
resources. 

D. To develop new administrative mechanisms which will 
assure improved ut:ilization of local, state and federal 
resources in providing health services. 

E. To develop an organized health education program for 
childreni parents and staff which is to include basic 
health principles and concepts. Consumer education 
related to existing local available health resources 
will also be developed. 



Ill New Emphasis for 1972 

The results of the 1971 program have pointed to the need for a more 
formalized working relationship between Health Start and existing health 
resources. On-going collaborative efforts are needed co assist in 
attaining the stated objectives. Joint planning and agreements that 
stimulate coordinated use of funds and resources are to be encouraged. 
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In keeping with this new emphasis, the Office of Child Development, 
the Health Services and Mental Health Administration anJ the Social 
and Kohabllitat ion Services will comluct a joint effort in planning 
iuul admlnlstrML ivc support. 

To moot 1072 lloiilLh Start objectives, local programs will be required 
to: 

!• demonstrate how to maximize coordination of available 
resources such as Title V, Maternal and Child Health 
Program or Title XIX, Medicaid, early identification 
and treatment programs and/or 

2, demonstrate how to serve children in areas of limited 
resources. This may be in a collaborative effort or 
using predominantly CCD funds. 



IV Children to be Served 

Children to be served are siblings under age six of younsters currently 
enrolled in Head Start programs, children on Head Start waiting lists, 
or other groups of low income children under age six who are not receiving 
health services. Eligibility will be based on the GEO poverty guidelines 
or the State Medicaid requirements whichever are higher. Children 
previously or presently enrolled in a Head Start program or children 
enrolled in Health Start during the first program year arc not eligible 
for Health Start. 



V Health Start Required Project Components and Permissible Variations 

All projects must have: 

A. Health Coordinator; A coordinator should be e.pployed for 
a full year for each Health Start project. This may be a 
full time or part time function in Health Start. Part time 
employment in a program that relates to or enhances the Health 
Start program is encouraged whr>re the Health Start Health 
Coordinator's services are not needed full time. This 
individual should, at a minimum, be a registered nurse, who 
is knowledgeable in use of community, state and federal 
resources and has administrative, teaching and counseling 
abilities. In specific instances, which must be justified in 
the program plan, the coordinator may be an individual who is 
knowledgeable in the area of community health r^»sources and has a 
minimum of two years of experience in medical service administration. 
Persons familiar with local Title XIX operations, including 
eligibility certification, could be considered mevlical service 
administrators for the pruposes of this grant. 



ERLC 



A-4 



B- Detection Program of Required Services: Detection services 
must Include screening linked with subsequent diagnostic 
assessment. Minimum detection services reqtilrcd are: 

!• Mculical and Ucvolopmcntal history 

2, Dolormlnal ion oC iminunlx.ations needed 

3, Physical screening 

4# Laboratory screening through hematocrit or hemaglobln 

determination and unlnalysls 
5- Vision and hearing screening 

6. Preliminary dental screening to establish priorities 
for trea«^ment 

C* Treatment Program Linked to Detection Process; An organized 
treatment program must include; 

1# Treatment of all health problems detect»=-d 

2« Providing needed immunizations 

3* Basic dental care services defined as follows; 

a. Diagnostic examination including x-rays 
necessary to complete needed treatment: 

b. Dental prophylaxis and instruction in 
self care oral hygiene procedures 

c. Topical fluoride application 

d. Restoration of carious (decayed) ter^th 
with silver amalgam, silicate cement, 
plastic materials, and stainless steel 
crowns where indicated, with careful 
consideration for the health of the dental 
pulp, 

e. Extraction of non restorable teeth and 
other services required for the relief cf 
pain and infection. 

D. Organized Health Education Program 

This component must be a planned activity involving a specific 
set of items to be covered and must be provided to the children 
enrolled in the program and their parents. During the summer 
impact period, a group instructional approach is recommended 
with a one-to-one approach during the remainder cf the program 
year. Group instruction should not be given on a regular class 
room basis. Rather, specific topics should be scheduled at 
specific times as necessary and pertinent. Preferably such 
times will be coordinated with group health services delivery 



actlvlllos. For example, if a group of parents Is asked to 
ln'iM>; ilifir y(um>',s I crs I o a center for mas.s Immunizations, 
;i i flrv.iul luM I i h Ircluri* eoiilci be planned for parents and/or 
ell I hircn At I liat ( hue. 

Health education should be given equal priority with delivery 
of hoaltli services in any Health Start program. Grantees 
should develop imaginative. Inexpensive ways to carry out this 
part of the program. 

For parents, the program must cover, as a minimum: 

1. Health services available in the cottwunlty and, 
how to contact and use them to obtain health 
care for children beyond treatment of health 
needs detected through Health Start, e*g» 
treatment of emergencies, or acute episodic 
illness* 

2. How to tell when your child needs medical care 
3* Basic personal hygiene 

4. Oral hygiene instruction to include the proper 
use of soft toothbrush and unwaxed dental floss 

3* Nutrition 

6. Safety and accident prevention 
For children, the program should include: 

1. Basic personal hygiene 

2. Oi'iil hygiene instruction to include the proper 
use of soft toothbrush and unwaxed dental floss 

3. Nutrition 

4» Safety and accident prevention 
Administrative Structure 

The structures and procedures must be organiz.ed to insure the 
maximum utilization of existing local resources. T!he Health 
Coordinator should have the key role in planning and carrying 
out this program. Possible sources of recruitn^ent for this 
position are: 
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U a nurse whose time Is shared with a relevant title V 
program 

2« a nurse who has Cuncttoncd effectively in a Head Start 
program 

a racdical service administrator whose time is shared 
with a title XIX program and meets requirements in 
paragraph V above 
A. a nurse who can be detailed for the progvan from a 
local health department 

Program planning should Include where available local health 
providers, the Health Coordinator, representatives of federal 
State and local programs in the area and regional representative 
from OCD, HSMHA and SRS. 

Regional offices may wish to make funds available to certain 
proposed grantees for planning purposes* 

Detailed records must be kept on all children in order to follow 
up their health needs and provide an adequate medical record that 
can be transferred \^lth each child when he leaves che program. 
Parents must be Informed of where their child's health record 
will be kept* 

It is recommended that a professional review committee be established 
which would provide quality control on expendltjres of all treatment 
funds* 

Staff training to Insure that every person working in the Health 
Start program has a clear understanding of progiam goals, plans, 
and how to implement those plans is mandatory. 

Grantees should determine well in advance ot the project start 
up date a system to Identify and enroll the children to be served 
by Health Start, Local agencies, such as a CA^., health department, 
school system, etc. should be contacted for lists of children most 
likely to benefit from the Health Start program. This must be done 
early because many local resource people will net be available during 
the summer. 

Care should be taken in planning and recruiting to ensure that 
children in Health Start will not receive health services which 
will unnecessarily duplicate those to be provided in the coming 
year, by tlie public schools, to the same children. 

In the appendix are described some approaches or "models" developed 
during the first year of Health Start that worked out well. Grantees 
may wish to review these for applicability to their local situation. 
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VI Optloaal Componcats 

Once all of the required components have been planned for, additional 
components whicli meet local needs can be developed* Examples are: 
intestinal parasite screening, lead poisoning screening, sickle cell 
screening, developmental screening, etc . In each case, however, the 
plan should demonstrate linkages to follow up diagnostic and treatment 
services/ 

Transportation, baby sitting and a parent consultant either on a part 
time or consultant basis may be considered as optional components. 
The parent consultant would assist the health coordinator In the 
development and implementation of the health education program* 



VII Program Administration 

Each region will receive no more than $80,000.00. to launch a Health 
Start program or programs. Existing Health Start programs should not 
be asked to write a proposal for 1972 unless they can meet guidelines 
described above, have additional children to serve, and have demonstrated 
ability to carry out a program, 

A. The National Role 

Direct responsibility Cor the quality and succes&ful operation 
of Health Start programs will rest with the National Health Start 
Health Director with assistance from the regions, 

A committee will be established of representatives of collaborating 
HEW agencies to assist in planning, selection, implementation, 
periodic review and evaluation of the Health Start program. 

The headquarters staff will work with the evaluation contractors 
to provide the regions relative performance data on the first 
program year to aid in the application, review and selection 
processes. Headquarters will also provide training and information, 
coordination and continuing communication among the region, local 
communities, USPHS Division of Dental Health, American Academy of 
Pediatrics and the evaluator through a headquarters funded grantee. 

B. Regional Role 

Each assistant regional director shall designate one person within 
that regional office to be administratively responsible for Health 
Start. Such responsibility is to include the establishment of a 
regional Health Start Committee which is composed of representatives 
of collaborating HEW agencies such as HSMHA and SRS. This coranittee 
should: 
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1« assist in proposing possible sites 
2. solicit proposals 

i* rccornmcnd whtcli proposals should be funded 

4, in conjunction with MP and USPHS Division of Dental Health 
provide review and recornmendations for technical assistance 

5» make grants 

6. monitor grantees 

Eligible Grantees 

Acceptable grantees or delegate agencies are agencies who are 
eligible to receive and administer federal funds. Agencies 
should be able to ensure delivery of health services and show 
knowledge of and contact with the population of eligible children 
as defined above. This should include^ but not be restricted to, 
Head Start grantees. Other possible grantees are hospitals, 
medical schools^ public health departments, school systems, 
neighborhood health centers, HMO's, etc. 



Application and Proposal Requirements 

Instructions to communities soliciting proposals sVould require 
the applicant to: 

a. Identify in detail their plan and capacity tor conducting 

each component of service and how they will provide that service. 

b. Identify the approximate cost/child for services and the portion 
of this cost/child to be covered by the Health ;)tart grant ani 
the amount to be generated for the services from other sources* 

c. Indicate how local health providers and other resource persons 
have beem involved In the planning process. Sucn Involvement 

of local health people and facilities is a must in the planning* 

d. Describle the population to be served, the applicant's present 
contacts with this population* the methods of recruiting enrol lees 
and the number of children who will be served. 

o. Specify in the plan the manner in which this program will relate 
to Title XIX (Medicaid) and Title V (Maternal and Child Health) 
programs . 
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C. Include as a part of the proposal a time-phased schedule showing 
planned dates of enrollment, detection^ treatment, and health 
education. 

g. Submit, along witli a narrative of the proposal, forms required by 
the region. 



E. S election Process 

In each region proposals should be evaluated and priority rated by 
a committee composed of representatives from HSMHA, SRS, USPHS Division 
of Dental Elealth and OCD. Recommendations will be sent to Headquarters 
NLT May 5. A national committee composed of reprejentatives of OCD, 
HSMHA and SRS has final concurrence in grantee selection. 

Proposals should be evaluated in terms of ability to meet objectives 
outlined in paragraph II, Regional Selection committee should give priority 
to those programs that can demonstrate a collaborative approach to 
provision of health services and have prospects for continuing collabora- 
tive efforts in providing needed health services ii the future, and/or 
programs that demonstrate methods of delivering health services in 
areas of limited resources. 

Fi Technical Assistance 



The regional health liaison specialist who will be hired under terms of 
the new AAP contract will provide some technical asi.ntstance to Health 
Start programs. Where necessary, non physician technical assistance 
can be requested through the specialist. In addition, each Health 
Start program will receive at least two visits from a Pediatric Consultant, 
one of which should be to pLm the program. OCD regional representatives 
for Health Start programs should work closely with regional HSMHA, SRS 
and USPHS Dental Division personnel to insure maximum impact of the 
resources of those other agencies on Health Start. 



G. Evaluation 

It is expected that the two major questions of Health Start will be 
answered by the end of the second year. These are? 

1, How can hfealth services for low-income children best be 
coordinated? How feasible is coordination of Fec'eral, 
state and local resources to meet the children's needs 
for detection, treatment, entry into an on-going health 
care system, and health education? 

2. What arc innovative ways to provide health detection, 
treatment, entry into an on-going program and education 
that could be adopted by summer and full-year Head Start 
programs? what new ways to provide these services are 
relatively inexpensive, work well and offer promise of 

O , reproducibility? What examples of experimental approaches 

ERJC developed in Health Start can be recomnended for wider 

adoption in child programs? 
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Some of the subquestlons to be addressed in the evaluation are 
outlined below. In most instances the health coordinators will 
be asked to provide the information in a form to be specified by 
the evaluation contractor after further refinement of terms and 
dovolopmcnt of measures and indicators, 

1. roasibility of a service coordination approach to health 
services for children, this effort will evaluate the use 

of Title XIX and other resources, including (hut not limited 
to) such questions as ; 

a. In what ways were services coordinated in areas with many 
and few resources? 

b. How was this coordination brought about? 

c. VThat was the anticipated and actual support obtained 
through coordination? How much was required in direct 
payments to provide what service to how ra^my children? 
Under what circumstances was service coord '.nation most 
effective? What approaches worked best in areas with many 
and few resources? 

d. What resources existed in area to be served? What new 
agreements were reached? 

e. Were there any "trade-offs" in providing service through 
Health Start that meant reduction in number of children 
reached or level of care ordinarily provided by 
cooperating agencies? 

2 . Report on program effectiveness in meetlnj^ Health Start goals, 
inc luding t 

a. Number of children registered through activities initiated 
by the program. 

b. Number of children served, type of health problem Indentified 
and treatment provided. 

c. The success of the health education component 

o How was health education provided to children, parents 
and staff? 

o What was the content of the health education program? 

o What did staff, parents and children learn about health 
education as defined by the Guideline contf.nt? 

o How was the health education knowledge put to use? 

d. The success of the entry- into-an-ongoing delivery system 
component: how many children are entered into an on-going 
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prevention/treatment health delivery system as a result of 
Health Start? 

What innovative approaches to health delivery have been developed 
that could be used by summer or full^year Head Starts ? This will 
involve a report on the innovative approaches adopted by Health 
Starts, costs, and their effectiveness with regard to providing 
detection, treatment, entry into an on^going delivery system, 
and health education. Effective components or approaches will 
be highlighted for possible adoption by full-yef.r and summer 
programs • 
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Appendix: Project Approaches 

All projects should include all of the components specified in the Guidelines: 
detection, treatment, continuity of care» and health education. It is expected 
that thero will be variation in the resources used and the approaches de- 
veloped tor oacli component. 

Of particular interest are the approaches to detection aid health education, 
The approaches to detection used in FY'71 included: 

o Multiphasic screeninR (which is usually more cost/effective for large 
projects, e,>;., ahont 1^000 cliildren, than for smaller projects.) Multl- 
p\iasic screening is conducted by trained teams of paraprof esslonals ; 
all screening for one child is completed In one sitting, 

o Mixed screening is provided by various sources, e.g., state vision-and- 
hearing specialists, laboratories, etc., at various times. 

o Full exams are usually performed by physicians and dentists. 

The approaches to health education developed in FY'71 i'lcluded: 

o Group setting : In this approach health education Is provided in groups 
at the time of screening and review or as part of grou,5 meetings con* 
vened by another organization. 

^ At home: In some sites, health education was provided In a series of 
home visits. 

Putting these together , a matrix of possible approachei« Is formed: 

Health Education 

Detection Group At Home Other (specify) 

Multiphasic A B C 

Mixed D E F 

Full Exam C H I 

Other J K L 

(specify) 

It is requested that each proposal describe the detect^.on and health 
education approach enough to permit identification as to approximate 
"approach" combination (A, B, etc.). Since other matrices (e.g., 
detection by resource availability; detection by type of on-going 
program) could be developed, a very full description of each component 
and of resources available in the area to be served would be desirable. 

fATTACHMENT: EPSDT Guidelines, dated December 22, 1971] 
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1. The Plan 

In the summer and fall 1972, The Urban Institute staff visited 
28 of the 30 Health Start projects,^ It was expected that information 
collected at these projects and recorded in the Field Visit Reports — 
combined with the results of a telephone poll of health coordinators near 
the end of the program year — would permit the selection of five or six 
Health Start projects with health education components that were innovative 
and relatively inexpensive » that seemed to be working well» and that offered 
promise of reproducibility in summer and full-year Head Start projects, 

2. Development and Research Design of Intended Parent Interview 

Since one of the original aims of the evaluation was to assess 

2 

the impact of health education on Health Start parents, a survey based 
on the guideline requirements was developed to determine t:he effects of 

various health education components on a sample of parents in selected 

3 

Health Start projects. Illustrations of the types of research questions 
are: 

• What did parents and children learn about health? 

• Are parents aware of child health problems uncovered in 
screening tests? Are they aware of the ongoing treatment 
program to which they have been introduced? 

• Are parents more aware of the services available to them 
as a result of Health Start? 

• How was the health education knowledge put to use by 
parents and children? 

1. The other two projects were visited in early 1973 after they 
began operation. 

2. See Joseph S. Wholey and Leona M* Vogt. '^Evaluation of the 
Health Start Program, proposal for research project submitted to the 
Office of Child Development, The Urban Institute, and Richard B. Zamoff, 
"Analysis Plan for Evaluating Health education in the Health Start 
Program," The Urban Institute. 

3/ The design and execution of parent interviews in The Urban 
Institute's evaluation of Head Start experience with Healthy, That's Me 
was useful in preparing the intended data collection Instrument, 
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Once the Health Start projects with the most promising h^^^ educ^i- 
t ion components had been selected » a random sample of approximately 100 
parents was to be chosen for subsequent interviews near the end of the 
program year (April 1973). The sampling procedure would have involved 
the selection of children from the Quarterly Health Reports ♦ The parents 
of the sampled children would have constituted the interview sample.^ 
For a variety of reasons noted below > the parent survey was not 
executed as planned. It was hoped that the parent survey could be used to 
highlight successful health education models and strategies in Health Start 
that could be recommended for adoption in Office of Child Development pro** 
grains or other early childhood efforts. 

3. Reasons for Non-Use of Parent Survey 

A number of serious methodological constraints dictated the 
wisdom of not expending human and financial resources on the parent survey 
as outlined above: 

a. As has already been mentioned > The Urban Institute site visits 
to all of the Health Start projects and telephone interviews with all the 
health coordinators revealed a high degree of casual, sporadic, informal 
health education activities, and a relatively low Incidence of plann^^d. 



1« In view of the resources available to the project^ it appeared 
feasible to conduct interviews with a maximum of 30 parents at the five 
or six project sites we expected to select. Since the number of children 
at Health Start projects ranged from 85 to 844 children as of January 31, 
1973 (median « 217 children), the interview sample would have been approx- 
imately 14 percent of the number of enrolled children* We expected to 
complete interviews with approximately two-^thirds of the sampled parents. 
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organized events both for parenta and children. And » even though eight 
projects were found to be distinctive^ they emphasized different topics; 
therefore It would be difficult to compare results of their efforts. A 
cpmpatatlve study of '*good^* and ^'poor" projects was virtually Impossible 
due to the very limited range of health education activities* 

b« In numberous projects) Including the eight projects judged to 
have relatively good health education components i a number of methodologi- 
cal problems were discovered related to the execution of a parent survey: 

(1) The focus of Individual projects chiefly on one promising dimen- 
sion of health educatlon—e.g* i strep Infeqtlons In Center^ Colorado or 
dental education In Region X*^ 

(2) The atyplcallty of the parents--e.g*i college students In 
Cedar City, Utah. • 

(3) The Inaccessibility of parents^ — e«g.> migrant workers In Merced, 
California and The Dalles, Oregon or projects covering a large number of 
counties or a state (e.g.. The Dalles, Oregon; Grants, New Mexico; and 
Mora, Minnesota)* 

(4) The enrollment of Health Start children In Head Start in the 
fall 1972 eliminating the possibility of distinguishing the effects of 
Health Start from Head Start. 

(5) The enrollment of Health Start children in day care centers, who 
at the same time were in with Health Start not providing any added health 
education. 

^ Actually, the Health Start guidelines establish no priorities 

among the variety of health education activities mentioned. 
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c« It was assumed that Health Start parents would be used as Inter- 
viewers In the study (to reduce costs and illicit more information). How- 
ever, the need to obtain Infortaatlon on the health status of parents and 
children raised obvious questions about the confidentiality of the data* 
In addition, due to the complexity of the research interview developed, 
the use of Health Start parent interviewers was ruled out, as was the 
possibility of telephone Interviews, or the use of tnall questionnaires. 
Under other conditions, the use of these strategies could have been 
desirable. 

d. A large proportion of potential parent respondents at almost all 
the Health Start sites were inaccessible for the purpose of data collection 
activities. Since parents were to be randomly sampled, and since any other 
selection procedure would have introduced obvious bias in the data, it 
would have required an extensive amount of time (and money) to locate 
parents and complete the desired number of Interviews (estimated at a 
minimum of two man-^weeks per slte).^ Project resources were unavailable 
for an effort of this magnitude. 

e. Even where health education activities were taking place, they 
usually received low priority in terms of project plans. In virtually 
every Health Start project, health education activities were begun long 
after the intended starting date« While It is likely that since the 
reporting requirements and guidelines stress the delivery of health serv- 
ices, the first component to be abandoned was health education, the net 
result is that it is highly debatable whether positive gains that might 

1. The use of The Urban Institute field Interviews was eliminated 
because of the expected value of the data and the high cost of collecting 
them. 

O 
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be attributable to health education activities would have been observable 
after very limited exposure to the health education component (eig,, three 
months and two encounters)* 

Finally > the use of an "after only" research design is quite weak for 
making causal Inferences between exposure to a health education component 
and the existence of some desirable outcome (e.g«» Informational gains, 
behavioral or at tltudlnal changes, etc,|»^ Positive results might be due 
to extraneous factors or to onejs (unmeasured) posliilon at the beginning 
of the program year. \ 

Any of the above constraints would have constituted a serious method- 
ological obstacle to the execution of an effective parent survey. Taken 
together, they provided the rationale for basing the health education 
analysis on the site visit information and on the interviews with the 
health coordinators. 
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'^^^ ■ i:v. 



Co: 'odr^sio 

suJ^jrcT: x'olJow Tiiiv^t!^ on CollaborciUou v/itlvOCjVa 1^7^^ HofO'l^i ^jUivI 
to Apsocioty RoGlonal Co!:a3iss.ioncrTi for Mo:UCcO. So.vv.tGOf> from ict*, 

3/;o/7^!) 

Interagency collaboration is an irr-port^ait iiii-^rcJieut in implementing 
early and p3riodic t^cvocfning, dif::rnot3is, ani trcs^^tucnt requircri^ont^j, a 
high prio.vity in HSA objcctiveG- 1 fUii, tlurafore, asking; for yoiu.' help 
in fiirthorin.o Hedicidd'fi collaboration v:it;i the Office of Cliild JDovolop- 
nont in IfAinching the 197? Child lloalth Slart p3x>{::rrJA. 

A list of the Healtii S;tDj?t projects in yoiir region, and the nDxr.fs Jir.d 
phone n\)!i\borfl of the Health Start Coordinators asci{:n&d to tViO^o y.>.v>occt'3 
is enclosed (Attachiinont l); also tv;o copies of each of th'jne Health Staa:t 
projectfr (Attachment 2). I cun asking that you: 

(l)' Send the title XIX .rf;ency a copy of cacli of the Health Start 
pi^ojoctri in hi?; fltatc, and 5;hare with Mm ths inforjiation 
contpinod in Ibr. lVi2i^^:ae's r3r:GoraiKhu.i, and t\v Fie3d Staff 
Liforiiation ai:d Instruction SerioD on tiUR subject. 
(Attachr^ent j) 

{2) Arrrja£,e a rnoeting v/ith the )^0£d.onal CCD Health Stai^t P.epref;cnt:atlve, 
the Stcite title XIX agency, find the- local project coordinator?: for 
projects in your region to (a) discuss the role that the Medicaid 
progrojD can play in impleLionting Health Start projecty in th^at 
State, (b) establish channels of coinr.'iunication for the RealtJi Start 
project coordinator both at the State and local level, tind 
(c) v:ork out realistic arraiigonients for iraplemc^nting interagency 
collaboration, including appropriate rein)bur?:o;nent arrangements* 

(3) Advlre the local Health Sta>^t coordinator of the tinie j^jid place of 
the oohcduled interagency Cioeting in the State Title XIX agency 
office. 
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thai ilus ly-xy to xucUiJ^d In ih^ 3'.oyttljly .^t..^tvfj rcf -.>;. ^ vo 
r>?>'Crol;nry on Oi-3 pro-vriv^r, of hi{,h pxuorj.iy. 

Tlti; Office of Innovations p] ;'jri>dn<;j to under triAaj uovo's::0 do^oiis.li:'.^^ 
on oca^ly and periodic Bcroordn^;, diai^iofjiG, and ircaltAont. :in U,o c^oy'l^^v 
fif^cul yeiKC* You ra^y, thoreforo, visdh to conaiUcr thin po:;;>i'bili hy in 
cou*ar?v:vi.tico \?horo j:uch on jntorar;ency f;ctivity v/itli Health ^jUvrt i\i//'it 
be pvoduotive. 1 nrido?.Vit:.nd that Ib\ Kolcu Vi^X'i'A }iac a]rc^'rjy discui5;;cd 
fruoh :i poBfc^ibility vrith R.'.roorie r^yraani.v on your f;taff, ,and Ucsy Dov; rr.^/i 
the i'lf^ino title XIX r^^oncy Vrio attended tho RotV-U)ncJ CCD oricntatjon r^or.sion 
in Kcv^ York on Jimo 21 ar.d i??!. A prolimnaiy iw:iov: of tho ISoaltb fjtar. J 
project in I5?Jlf^■)r, Maine, i^jxcs indication of a f^od potc>>itj^Q for in[e7\ j;vvicy 
collahoratioiu Technical ao^iotaiico in the dovolo])raont of J:'uch a jrA'^joct 
will be avjiilcdile on re<iuo'ot, 

I know that I cfm count on yoiu^ cooperation in tldri inter u£,vi, icy effort tu 
irT!plc-r4:^'nt tho procran for eai?ly and periodic scrooninf;, ditrrio^ds, kV)d. 
treatiiont. Qiioi^tions about tliia activity can be directed to Mrs. I-Lirt'/=, 

(2-316I1). 

Kov/ard K. Kevnaaji 
Cbia-nicBioncr 

3 At tad-jnents 

Prtipfu?C!d by Helen Martz, Office of Innovationo 
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Ml-, Kenneth P. Cole 

Division of Child Development 

Tenciuis CAP 

611 Ihuirnond Street 

Bangor, Maine O'^^iOl 

tele. # (207) 9\r>-(>i>95 



mm. ISLAND 

Mr, Korman M, McCotnb 

Head Start Djicctor 

r>)ackf;tone. VaDey 

150 MaiJic Street 

Pav.'Luckct., Rhode Island 02860 

tele. # (/lOl) 723-/(520 
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MEMOll A NDUM DEPaRT.SJI.NT or .HKALTH, EDUCATION. AND WELFARE 

SOCIAL AND REUABIUTATION SF.kVlCB 

Office of the Adminisirator i 

«> - 411 SRS Regional Oommisalonera .JBJKi; MAR 10 1972 



FROM I Administrator 

Social and Rehabilitation Service 



UCDiOHEW ^^^^^ % 

SUBJECT: gp^ Collaboration with the 1972 Summer Health Start Program 

The Offico of Child Development, Office of the Secretary, has especially 
requested our collaboration in implementing thoir 1972 Sumner Health Start 
Program. Joint planning has been undertaken at the national level toward 
a coordination of resources of other HE/// programs to make medical and 
dental services available to low income preschool children included under 
the Health Start Program* 

A siLular joint undertaking at the regional level is essential if their 
progi^a/Q goal, ^'...to develop new techniques in the coordination of 
resources" is to be effected* On page 6 of the attached guidelines for 
Health Start 1972 the regional role of the Office of ChildDevelopment 
includes the establishment of a regional Health Stao^t Committee composed 
of collaborating agencies, including SRS* to assist in proposing possible 
sites, soliciting proposals, recommending which proposals should be furided, 
etc. 



A copy of SRS's program regulation groide on "Early and Periodic Screening, 
Biagnosis, and Treatment of individuals Under Age 21," to be admiaiistered 
tuidex* the Medicaid program, was attached to the Health Start Guidelines 
sent to OCD Assistant Regional Directors on February 29, 1972i A listing 
of Associate Regional Commissioners for Medical Services was also sent to 
them. 

Ve lirge your full cooperation in assigning MSA cjid other appropriate staff 
to servo on the OOD regional interagency committeOf and to request their 
active involvement in selection of Health Start sites as well as in follow- 
thJ?o\igh \rith Sta,te Medicaid agencies to assure their participation in the 
provision of needed medical and dental services to Health Start children 
eligible vaidor the State's Title XIX program. 

A ;Joint etatemcnt on Coordination Between Title XIX and the OCD Health 
Start Program, signed by both Howard Ne\/:aan, Commissioner,. Medical Services 
/^nistration and Edward Sigler, Director, Offloe of Child Development, 
was sent to H?\'/ Regional Offices and to the State agencies culmim. sterling 
medical and puVlio assistajico progra'ncii on April ^, 1971* attached copy 

of Appendix B, Kodicaid Support for Health Start, included in the report 
Q prepared on Health Start 1971, indicates that little, if ojiy, assistance 
ERsLC provided Health Start pi^gi^a^^js. 
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Page 2 - All SHS Iiegional Commissioners 

With now requiremonts for early, screening, diagnosis and treatment 
und^r the Medicaid program, and with a more concerted and coordinated 
effort by Regional ^taff, it is hoped the report for Health Start 1972 
will provide a more encoviraging example of the strength of an intograted 
services approach, a high px^iority of both the Secretary and self • 

Od) Guidelines and a list of their Regional staff is attached for your 
use* 



£nol06Ures 

cc: Dr* Merlin DuVal 
Dr» Edward Zigler 
Regional Directors 
Mrs* Patricia Hitt 
Mr* William Page 
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DEPARTMENT OF HEALTH/ EDUCATION. AND WELFARE 

REGION I ' 
JOHN F> KCNNtOV f^OriRAL GUICOING 
COVERNMCNT CENTER 
BOMON, MASSACHUSETTS 02?0) OFriCC Of CHILD 

OEVEtOPMENT 



REGIONAL HEALTH START PROGRAM - SUMMER 1972 



The Office of Child Development, Region announces Its Regional 
Health Start Program • Summer 1972. 

Enclosed is the grant application kit, intluding guidelines, and 
the HSMHA pre-application form for the Family Health Center Grant 
Program. This pre-appliqation form will be used to (assess the 
applicant's ability to develop the kind of health program required 
in the Guidelines for Health Start, 



It is required that all project proposals be submitted on the 
forms supplied and in the manner prescribed by the Office of 
Child Development I Informal inquiries regarding the program and 
Indications of Intent to seek a grant should also be sent to 
this Office. 

The overriding criteria for agencies wishing to submit a proposal 
for a Health Start Program In Region I will be the ability of 
that agency to serve children from populations least reached 
in the Region with particular emphasis on minority, poor rural 
and migrant worker populations. 

As stated in the Guidelines, eligibility will be based on the 
OEO poverty guidelines or the State Medicaid requirements, 
whichever is higher. Grantees planning to run a surrmer Head 
Start program during 1972 and willing to convert funds for use 
In a Health Start program are encouraged to do so« 

Applicants who desire assistance should notify the Regional 
Office immedlatelyt Arrangements could be made for a workshop 
session at the John Kennedy Federal Building, Room 2000, Boston, 
on April 14, 1972, at 10:00 a»m« The purpose of the meeting • 
would be to interpret the guidelines, provide technical assistance 
in filling out the forms, and to provide information related 
to program objectives and required project components and 
permissible variations. 
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Regional Health start Program - Summer 1972 - Page 2 



All grant applications are to be sent to the Assistant Regional 
Director^ Office of Child Development, Region I, John F, Kennedy 
Fedcr/jl Building, Room 2000, Government Center, Massachusetts 02203. 
The deadline for receipt of applications is April 27, 1972i 



(Mrs.) Hhocible M, Edwards 
Assistant Regional Director 
Office of Child Developraent 

April 4, 1972 

Enclo3Ures: (1) Grant Application Kit 
(2) Pre-Application Form 
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APPENDIX F 

MEASUREMENT PROBLBIS IN HEALTH SCREENING AND TREATMENT PROCESS 



Chapters VII and VIII gave health Incidence data and the costs of screen- 
Ingt diagnosis t and treatment of detected health problems. However i analysis 
shows that there Is greater variability among projects on many of the mea- 
sures than one can reasonably attribute to variation In health status among 
children* In other words » one can assume that some projects screened and 
diagnosed children as well who would have been found sick by other proJects» 
and some projects provided treatment for children whom other projects would 
not have treated. 

In addition to the expected variance In the children testedi some of 
this variance can be attributed to the environment In which the tests were 
glven> to different types of tests used to find a particular health problem^ 
to different Interpretation of the same test results » and to different de- 
cisions as to whether the reaiilts call for treatment. Whatever the reasons t 
this variation among projects must be taken Into account when Interpreting 
the results presented In Chapters VI and VIII, 

The purpose of this Appendix Is to address certain value and cost factors 
related to a health detection and treatment program. Even though the Health 
Start evaluation was not to Include an assessment of the quality of the care 
given In the program^ the variability across projects In costs and detection 
and treatment rates points to a need for further study to determine how to 
design a low-cost/hlgh-yleld screening program. This chapter presents a 
theoretical model based on Health Start data to Illustrate the type of investi- 
gation needed to gain maximum benefits from a screening program. 

O 
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Start projicta vara outaldt thtaa limits In raferrlng chlldran with posalbla 
vision problems* Eleven of these projects referred less than 3«6 percent 
of the children^ and this suggests that wmy children suffered from vision 
problems that were not detected (''fslsa negatives'')* On the other hand, 
three projects referred more than 14.7 percent, and this could indicate 
that many children with normal vision in these projects were referred for 
further diagnosis ("false positives'*).^ 

Dental exams represent a basic health screen with a great deal of 
variability among projects, yet much of the variability may be due to true 
differences in children* Chapter VI showed that only 26 percent of the 
children required dental treatment In areas with fluoridated water as 
comjpared to 75 percent In non-fluoridated areas. However, this alone 
cannot account for all the variance found among projects as shown in 
Figure F-1, 

As the graph Illustrates, in six of the eight tests, the variability 
among Health Start projects is more than one would expect to find if the 
only factor Involved was the true variability in health status among 
children* In the next section, there is a theoretical discussion of the 
possible sources of error variance that might be responsible for the large 
variability found among Health Start projects. To Illustrate the points 
made in the theoretical discussion, examples are presented' of real sources 
of error variance already identified in the Health Start data* 

1, the studies varied In the types of tests used, the conditions under 
which the tests were given and the individuals administering the tests. Any 
one of these factors could influence the test results and the referral rates* 
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B* General Measurement Problem: The Theoretical Framework 

The purpose of screening Is to Identify children with health problems 
and to send those who are In need for diagnosis and treatment. However i 
screenings are never perfectly correlated with real health problems.^ 

In attempting to predict real health status from the results of the 
screening tests, It Is necessary to know that, as In Figure F-2, a per- 
fect screening test would be one in which all points fell along line 
marked "perfect correlation and having no dispersion.'' Figure F-2 
reveals that the trend line, which Is the line of best fit when trying to 
predict real health status from the screening tests, fuay be different from 
the perfect correlation line. Because of the possibility of systematic 
bias and measurement errors: 

a. some normal (well) children will be found abnormal (sick) as 
a result of a screen (false posltlve[+]) , and 

b. some abnormal (sick) children will be determined to be normal 
(well) as a result of a screen (false negative [-]) . 

Well children found to be abnormal, as a result of a screen, cost 

money for unnecessary diagnosis and treatment plus unnecessary trauma for 

both the child and the parent. Sick children found to be well through the 



1. The variance that results in the lack of perfect correlation is 
due in part to unreliability of measurements (random variation) and in part 
to a lack of validity of measurement (systematic bias). These two sources 
of error are schematically diagrammed in Figure F-.2. The reliability of 
a measurement procedure is the extent to which the procedure produces the 
same results each time it is applied (assuming, of course, that the object 
or process being measured does not change). The validity of a measurement 
procedure is the degree to which the procedure measures what it was in^^ 
tended to measure. Basic to this definition is the assumption that there 
exists a "better'* measure of the phenomena with which the measure under 
question can be compared. 
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Figure F-2 — Schematic diagram of sources of error In the detection of 
health problems from screening teatSt 
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screening procedure are an even more serious problem. Early treatment for 
most health problems Is expected to be less expensive In the long run and cer- 
tainly better for the long range health of the child, because many of the health 
problems found are potentially handicapping* This Is particularly true for 
economically disadvantaged children for whom good health care and continuous 
health supervision (and thus the ability to detect previously missed health 
problems) are much less likely than In the rest of the population* The In- 
cidence and cost data presented In Chapters VII and VIII, therefore, must be 
qualified with an understanding of these types of measurement problems. 

Since the health providers understand that the results of screening 
tests are not meant to be perfect, possible attempts by them to compensate 
for errors add two other sources of variance to the data: (1) variance 
caused by different Interpretations of the screening tests (the cutoffs or 
threshold levels used by different Individuals Interpreting the screen to 
determine a positive test result); and (2) the decision of health service 
providers In the diagnostic step In determining when treatment Is needed.^ 
These two sources of additional variance are schematically shown In Figure F-3. 

If a screening test Is to detect a health problem for which further diag- 
nosis and treatment are relatively cheap (such as an anemic condition), then 
the Interpreter may lower the threshold level from line A (which represents 
an average cutoff point) toward line C to eliminate as many false negatives 
as possible* This, of course, Increases the number of false positives and 
their subsequent treatment costs* 



1* In practice these two sources of variance may not be separable* 
However, because the possibility exists, the theoretical discussion ad- 
dresses them separately. 
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Figure F-3^ch6Aatlc diagram of possible variance Introduced by the 

Interpretation of the screening tests and by the decision that 
a health problem requires treatment « 



ERIC 



p^9 

If the screMing teat le etteaptlng to detect a health problea for 
which further diagnosis and treatment ere expensive (such as some heart 
defects) I then the Interpreter may raise the cutoff line from A toward B 
to eliminate as many false positives as possible but with the danger of 
increasing false negatives. 

When he has decided to administer treatment which is inexpensive and 
without undesirable side effects (for examplei an iron supplement for 
anemia), the health service provider may move the cutoff for providing 
treatment from line D (which represents an average cutoff point toward 
line E« If the treatment la expensive and/or has other undesirable side 
effects, the provider may decide to treat only those he considers In 
critical need of treatment and thus move the cutoff line more toward 
line F. 

Because of these possible sources of variance in the interpretation 
of screening tests, in the diagnosis, and in the decision to provide treat- 
ment : 

a* some health service providers will diagnose children as 
abnormal that others would diagnose as normal, and 

b* aome health service providers will administer treatment to 
children for health problems, whereas others would not 
provide such treatment. 

C« Error Variance in Health Start Data 

The preceding discueaion preaented a ayeteaatic framework for identify-* ^ 

Ing different sources of error variance in the Health Start Quarterly Report 

data* In the next section, the magnitude of different sources of variance 

in the Health Start data is Illustrated along with some of the reasons for 

the variance* The section is illustrative rather than complete, because 
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data are not available to identify contrlbutlone made by each source of 
variance for all the measuree obtained* The examplesi at besty can provide 
the reader vlth some understanding of th^ nagnltude of the variance in 
certain meaauree; hopefully this will allow him to Interpret more accurately 
the health Incidence data presented In Chapter VIII » 

1, Reliability of Blood Tests and Interpretation of Those Tests 
The blood tests given the Health Start children provide a unique 
opportunity to examine the reliability of at least one type of screening. 
Table F-1 Indicates how the variance caused by the unreliability of the 
test Is related to the number of false positive and false negatives asso- 
ciated with referrals* Fifteen percent of the children received both a 
hematocrit and a hemoglobin te8t» and 9 for these tests, the scores as well 
as the Interpretatlone of the test are available* Consequently, evalua* 
tors can construct a rough Idea of the unreliability of these two tests 
when given to the same children, and they can detect the variations In 
Interpreting these test results across several projects/ 

Table F*-l, reproduced from Chapter VIII, shows the number of chil- 
dren screened, their reported hematocrit and hemoglobin values, and the 
percent of that number who were reported as needing treatment. While the 
correlation between the two tests Is reasonably high, there are a number 
of cases in which a child has a "normal^' reading on one test and an 
''abnormar' reading on the other* For example, 10 children receiving both 
tests were above 36*0 on the hematocrit scale and under 10 on the hemo- 
globin scale. ^ One child was above 11*5 on the hemoglobin scale and under 
26 on the hematocrit scale < 

1. An acceptable hemoglobin reading for two-five year olds is above 
11*0 grams and in acceptable hematocrit reading for two-five year olds is 
above 33 percent. Sourcer Ten State Kutrltlonal Survey 1968-1970 , U.S. 
Department of Health, Education, and Welfare, Publication Mo. (HSM) 72-8132* 
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Table F-1 also ravaals even laora variance in the Interpretation of 
the findings. For example, only 12 percent of the children with heaoglobin 
values of 10.0 to 10.4 and hematocrit values of 32«0 to 33.9 were reported 
as needing treatment, while 17 percent of the children with hemoglobin 
values of 11«0 to 11.9 and hematocrit values of 38«0 to 39.9 were reported 
as needing treatment. Equally surprising, only 83 percent of the children 
with hemoglobin values under 10 and hematocrit values under 26*0 were 
screened as needing treatment. Health Start data show a tendency among 
those diagnosing the children to rely on the hematocrit test instead of 
the hemoglobin test when the two show slightly different results, possibly 
because the hematocrit can be done more accurately.^ 

The blood tests are probably as reliable, if not more so, than most 
of the other screening tests used in Health Start. Consequently the other 
tests are likely to be even more variable than the blood tests, however, 
evaluators lack sufficient data to obtain estimates of thin variability. 
To obtain the data for making such reliability estimates the same chil- 
dren would have to receive screening tests at leaet twice over a relatively 
short time span. Health Start was not designed to provide this type of 
information, however, agencies responsible for developing health service 
delivery models should expend some of their funds to obtain estimates of 
the reliability of screening tests used in health screening programs for 
children. 



1. It is easier to determine an ''abnormal blood state'* with a 
hematocrit than a hemoglobin test. A normal blood level cannot be defined 
clearly through a hemoglobin test. However, if done properly, an accurate 
teat of hemoglobin concentration is the best screening test for anemia. 
Source: Head Start Health Services, 12 , U.S. Department of Healtn, Educa- 
tion, and Welfare, 1969. 
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2. Anothtr BstlMtt of fali« ttiltlvt Ait« 

Data taken from ona project^ on 12 acreanlng tests Illustrates the 
false positive problem. Table F-*2 shows the total number screened, the 
number detected as abnormal and referred for further diagnosis, the 
number of those referred that completed the referral, and the number and 
percent of those completing referral for which the screening finding was 
confirmed « (10(Halnus the percentage confirmed is the false positive 
ratei shown in the last columnv) 

Table P-2 Indicates that the false positive rate ranges from 17 per- 
cent to 100 percent with a meulan of about SO percent. The problem in 
drawing conclusions from these figures* of course, is that a crucial 
factor is untcnown*«-how many children with health problems were not 
detected and referred for treatment (false negatives), 
D, Variability In Prescribing Treatment ^ 

Once a diagnosis Is made, there is the furttver decision as to whether 

treatment should be administered. Decisions about dental work Illustrate 

how varied judgments about administering treatment lead to variability 

among projects. Figure shows that the project averages of the number 

of caries restored per child range from 0.1 to 11.1. The project with an 

average of 11,1 caries per child was based on 28 children — a fairly large 

number* National statistics shows that a reasonable average number of 

2 

carles for pre-school children is two to four. 



1. Data are from 1971--72 Tulsa Health Start project, using multi- 
phasic screening. Tulsa was the only Health Start project in the two 
year demonstration that reported false positives . 

2, The Health Start data only Include the caries repaired; not the 
total number of caries. Therefore, in projects not completing iilT dental 
treatment we expect the incidence of dental caries to be higher Uan the 
reported number of carles restored. 
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EXAMPLE OF FALSE POSITIVE RATE 
Data Source: Tulsa Health Start Project, March 1972 



■ 

Teat 


Number 
Screened 


Number 
Referred 


Number 
Completing 
Referral 


Number 
Confirmed 


rercenc 
Confirmed 
Completed 


False 
Positive 
Rate 


1. 


Vision 
















a. Snellen Chairt 


1803 


78 


41 


25 


61 


39 




b. Other Probleas 


1803 


139 


74 


54 


73 


27 


2. 


Audlometric 


1741 


172 


59 


22 


37 


63 


3. 


Cardloecan 


1803 


82 


24 


9 


38 


62 


4. 


Dental 


1803 


330 


148 


95 


64 


36 


S. 


E.N.T. 






Hi 


21 


50 


50 


6. 


Hematocrit 


1803 


37 


26 


18 


69 


31 


7. 


Urlne-Proteln 


1803 


49 


31 


5 


16 


84 




Sugar 


1803 


3 


2 


0 


0 


100 


8. 


Tuberculin 


1726 


9 


9 


6 


67 


33 


9. 


Speech 


1803 


259 


140 


116 


83 


17 


10. 


Social Dev. 


1803 


53 


20 


8 


40 


60 


U. 


Orthopedic 


1803 


112 


73 


40 


55 


45 


12. 


Other Medical 
















Problems 


1803 


107 


53 


33 


62 


38 



o 
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M«|in Nunb«r of Carles Rcstorad Per Child 



Figure F-4~'^en Number of Carles Restored Per Child Per Project (27 Projects) 
Children per project ranges from 17 to 272. 
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Is Source: Htalth Start Qiuirttrly Health Reports, June 1973 » 
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Som of this variation can be accounted for as true variance. Children 
In areas with flourldated water had an average of 1.8 carles repaired per 
child receiving dental treatment while children In nonf lour Ida ted areas had 
an average of 4,2 repaired carles per child receiving dental treatment. While 
these findings can help explain the variability at the lower end of the graphs 
they do not explain the extremes at the upper end of the graph. 

Because data were collected only on the number of carles repaired and not 
on the number of carles present, project statistics represent work completedp 
not the true prevalence of dental problems. Variations In the data could be 
related to decisions whether to repair carles. In one project, rather than the 
screening done by a dentist i the physician conducting the physical examsi made 
referrals to a dentist when he thought a child needed dental treatment. 
In the same project, a dentist restored carious teeth only If a child had six 
or more carles, so the average number of carles repaired In that project prob- 
ably Is not a good measure of Incidence of carles In that project. While these 
examples are undoubtedly extreme, other similar and less extreme decisions also 
caused variability among the projects that was not due to true variation In the 
health status of the children. 
E. Cost and Error Rates In Screening Tests 

The above examples Indicate that, In some projects and under certain con- 
ditions, screening error rates could be high. Thus It Is reasonable to ask 
under what conditions screening Is or Is not cost-effective.^ The purpose of 
this section Is to shed some light on that question* 

1. One factor not considered here Is the experience of those conducting 
the screening. Inexperienced Individuals may misread test results which can 
affect their referral rates* It Is possible that more experienced Individuals 
are more precise^ which would make their work more cost-effective. 



ERIC 



P-17 



The tradeoffs Involving costa and error rates in screening tests are 
the topic of a single analytic loodel which has been developed to produce 
some illustrative numerical examples. For this analysis, screening tests 
are assumed valid but not completely reliable* 

1. A Model 

The purpose of a screening test Is to identify children with health 

problems and to analyze further and treat only those who are In need. The 

following model Is based upon one **beneflt** and two *Vo8t" measures: 

Benefit: The number of children treated \Aio need treatment. 

Cost : The number of children who needed treatment but ware not so 
Identified (I.e., false negatives) 

Costs Dollar costs of detection and treatment of health problems 

The parameters of the model are displayed In the flow diagram below. 

(In the diagram the children "OK" and the children **Not OK" are separated 

only for the purpose of defining the parameters.) 

n 



Children 
Tested 




0 



Screen 
^C/chlld 





Dlagnoaie^ 




Treatment 







Negative 



Negative 



Screen 
^C/chlld 



Positive 



Diagnosis 



$ 



D/child 



False 
Negative 



Positive 



Treatment 
^T/chlld 



■ ■ » 



False 
Negative 



1. The diagnosis component of the model. represents all activity per* 
formed on children with positive screening results prior to treatment or to 
being declared as not needing treatment by an authoritative medical opinion. 
These activities can Include rescreenlngi further testing^ analysis of health 
hiflf^ory and test results i and the professional diagnosis. 



n • fraction of children who are really OK 
(l-ri)* fraction of children who need treatment 

Ij^ « probability that an "OK*^ child will be correctly Identified 
by the screening test 

(1-Pj^)- false positive rate for screening test 

C« cost per child for screening 

\ - probability that a ''not W child will be correctly Identified 
by the screening test 

(1-P^) - false negative rate for screening test 
R^^ correspond to and for the diagnostic procedure 

D » cost per child sent for diagnoais 

T « cost per child sent to treatment 

The purpose of the diagnostic component in the model la to aepardte 
the added cost of dealing with children who are false positives from the 
screening test. In other words* It costs D dollars to ^'treat'' a child who 
Is OK and Wt dollars to treat a child who is uot OK. The tradeoffs 
Involving increasing screening costs, Ci to buy decreasing error rates 
(false negatives and false positives^ denoted by 1**^ and l-^I^) will be 
explored « 

For each child sent to screening the following aver&ge values^ will 
result: 



1* See flow on page F-»17, 
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sick children treated - (l-n)P„ R 

* 

well children "treated" - (fl) (l-P^) (l-P^^) 
treatment coats - T|(l-n) P^ + Fl (l-P^^ ] 

chUdren diagnosed - fl (1-P^) + (l-tl ) P 
diagnosis costs - 0 (1-P,^) + (l-H) pj 

false negatives - (i^n j fd-P^ + P (i-r )1 

screening costs ■ ^ 

Since there are one benefit (sick children treated) and two costs 
(i»es> dollar costs and false negatives) and two ''benefit'-cost^* measures 
can be formed: 

M » tbtal*motiey costs 

sick children treated 

P • false negatives 

sick children treated 

which are computed as follows: 

M « C + pin ^^-^^k) + (l>n ) Pn ] T [ (l-> n )Fn Rn n fl^Pi,^ n^T^^^\ , 

(1-n) R 

n n 

F> (i-n) [(i-Pn) 4 p. d-y] 

(1-n) p„ K 

n n 



A typical screening procedure is depicted in Figure F-5v For a given 
price of C dollars per child* a screening result is obtained which will 
either fall in the negative or positive region (on the vertical axis)> and 
this may or may not Indicate the true health needs as shown on the horizontal 
axld# For a typical screening test the results will fall somewhere in the 
dashed oval reglcn* At a higher price some perfect screening procedure is 



Screening Result 



Positive 



Threshold 
Level 



Hegatlve 



False 
Posit Ivef^' 



/ / 
/ / 
I / 
\ / 

V . 



High Cost, 



^'^^ Perfect Screenltij 

/ 

/ I ^ Low C08t, 

/ I Imperfect Screen; 



/ / 

False 



/ 



/ Negatives 



Treatment 
Needed 



Need 
Treatment 



True Health Needs 



Figure F-5— Joint Distribution of Screening Result and True Health Needs 
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depleted by the dashed line. By adjusting the threshold level In an Imper- 
fect screening procedure, the number of false negatives will Increase as the 
false positives decrease, or vice versa. 

For the purposes of a numerical example, the tradeoffs between screen- 
ing costs and error rates will be assumed to be as shown In Figure P-6. At 
a cost of zero one can randomly assign children to the positive and negative 
categories and fall somewhere on the "C-0" line. Moving the threshold level 
up In Figure P-5 corresponds to moving up along a curve In Figure F-6} false 
negatives Increase and false positives decrease. 

For the examples It will be assumed that the diagnostic procedure works 
without error, namely It correctly rejects all false positives from the 
screening test. ^ This Is to assume - - 1.0, which allows simpler 
expressions for the ratios of false negatives per sick child treated and 
total dollar cost per sick child treated, namely! 



Now the cost per sick child treated can be seen to consist of the cost 
of pre-treatment (re-screening and diagnosis) and treatment (IHT) added to 
the cost of screening all children and re-screenlng children with the false 
positive test results. Since the cost W-T is Independent of screening trade- 
offs, only the variable screening cost will be considered, namely; 



ratio of total screening costs to sick children treated. 



1. We make this assumption because the purpose is to address the cost/ 
benefit of a screening program. In reality, a diagnosis Is in most cases a 
medical opinion which implies ind?.vidual interpretation of available ttedlcal 
data which <i<iiuld result in variance of diagnosis among practitioners. 



M « 



F - 




=5-'*- « false negatives/sick child treated 

+ (D + X) - total dollar cost/sick child treated 



C+Dfld-Pt,) 
(1-11) Pn 



variable costs/sick child treated which is the 




(l-P.) False Positives 



Figure F-6~Error Rates and Screening Costs s A Hypothetical Case 



2i A Sptclflc HuB^riCAl ExMplet Blood Toiti 

Health Start data show variations In both the use of hemoglobin 
and hematocrit teats and In the Interpretation of the reaulta of the testa* 
This discussion will focus on various decision options related to use of blood 
tests in a screening program. 

For this example several assumptions have been made about the quality 
of the tests I (1) a hemoglobin determination done properly is not just a 
screen, but an accurate test for anemia.^ Hovever, Health Start data show 
wide project variations In interpreting the hemoglobin results (i.e.f 
determlng normal and abnormal readings) « We make an assumption that 
the hemoglobin tests done In Health Start were often not done precisely 
(either because of lack of skill or equipment). Therefore/for the purpose 
of discussion here, "Health Start hemoglobin determinations" should be 
considered either rough screens or Inaccurate tests, (2) Because of the 
first assumption about the quality of Health Start hemoglobin determinations * 
the "Health Start hematocrits" appear to be more precise tests than Health 
Start hemoglobin tests (possibly because they are so simple and accurate 
to perform). Hence, for discussion purposes^ we will consider the 
Health Start hemoglobin a blood screening and the Health Start hematocrit 
the more precise test. 

Three possible decisions about using blood tests in a screening program 
are: (1) to administer both tests to all children, (2) to give only one 
teat (either a hemoglobin determination or a hematocrit) to all children, 
(3) to give two blood tests— the first as a screen and the second to 
verify the findings of the first test. Health Start projects did alLof 
the above, 

Ti See Head Start Health Services Rainbow Book ^2, 



This example Is based on ^ case where the heaoglobln tests is used as 
a screening^ followed by a hematocrit for all children with poultlve results 
on the hemoglobin* The model is used to demonstrate (with data from Health 
Start) the cost-benefit tradeoffs involving the two blood tests. First, 
estimates are required on the error rates and relative costs of each test* 
Since an independent assessment of the blood test results was not available » 
the error rates were estimated by using the results of one test as a stand**- 
ard against which the error rates of the other can be determined approxi* 
mately* Second, estimates on costs are needed. The limited data on the 
costs of hematocrit and hemoglobin tests show that Health Start hemoglobin 
tests cost between $0* 11 and $1.50 per child and hematocrits between $1.00 
to $5.00. If a hematocrit is io fact more expensive, as the reported 
costs in Health Start would indicate, then its use must be justified by 
lower error rates. Thus, for this example, we assume that in Health Start 
the error rates for a hematocrit were lower and the cost higher than for 
a hemoglobin determination. 

A cautionary note: the Interpretation of the teat results by Health 
Start projects differ slightly from the assumptions made by the evaluators 
to develop the numerical example. One assumption was that hematocrit 
values below 33 percent define sick children, and as a consequence, the 
threshold level for a hemoglobin test, if used, should be about ll.gr/100 mlv 
The interpretations reported by Health Start projects are summarized in 
Table P-3 which, for six categories of test results, shows the percent of 
children in a category who were identified as needing treatment . Both 
the hemoglobin and hematocrit values have a significant influence on the 



F-25 



TABLE F-3 



PERCENT OF CHILDREN REPORTED NEEDING TREATMENT FOR 
VARIOUS CATEGORIES OP BLOOD TEST RESULTS IN HEALTH START 
(WITH i ONE STANDARD ERROR OF ESTIMATE) 



Hemoglobin Result 



Under 11 
gm/lOO ml 



11 or Over 
ga/lOO ml 

m (+«) 



Under 32X 



58% (+5%) 



Hematocrit 



Result 



32t to 34X 



nx (+4X) 



15% (+4X)' 



Over 34% 



20% (+5%) 



6% (+1%) 



percent reported needing treatment If one value Is held constant and the 
other test result Is allowed to vary, as Is shown in Table F-3. 

The results of applying the model are presented in Table F-4. Two 
choices could be made: (1) the hemoglobin test could be used as a screen, 
and if used (2) a hemoglobin threshold level could be set below which 
the test results will be considered positive. 

The table shows the relationship between the threshold level (Column 1) 
and the error rates for the hemoglobin test (Columns 1 and 3). Column 4 
presents the number of false negatives produced by the hemoglobin test per 
sick child reaching the hematocrit test. The total screening and diagnosis 
cost per sick child treated (Column 5) reaches a low when the hemoglobin 
threshold level is set at 11 gm/100 ml. (This is computed from 
the formula for M In the model,) However, by not using the hemoglobin 
test at all, the false negatives per sick child can be reduced from 0.35 
to zero while only increasing the total screening and diagnosis cost 
per sick child treated from $20.07 to $21.30. This cost increase translates 
into paying 03.52 for each sick child who would not have been correctly 
identified (false negative) by the hemoglobin test. 
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TABLE F-A 



RESULTS OF EXERCISING MODEL FOR HEMOGLOBIN SCREENING 





Est 
Errc 


: Imated 
ir Rates 




Total 
Screening 
and 


Cost of a 
Hemoglobin 
xesc ADOve 


(gm/lOO ml) 
il) 


False 
Positive 
(1-Pk) 

(2). 


False 
Negative 

/ON 

(3) 


Negatives 
Per Sick 
Child 
Treated 

w 


Diagnosis 
Cost Per 

Sick Child 
Treated 

(5) 


Which It 

Is Not 
Advantageous 
To Use The H&at 
(6) 


10 • 


1% 


67X 


2.0 


$35.60 


$ 0.81 


11 


9% 


26X 


.35 


$20.07 


$ 1.62 


12 


42X 


4X 


.04 


$22.35 


$ 1.35 


13 


78X 


IX 


.01 


$27.76 


$ 0.54 


14 


95X 


OX 


.00 


$30.64 


$ 0.09 


Teat Not Used 






0 


$21.30 





Key Aa sump t Ions s 

Cost of Hemoglobin Test $1«50/Chlld 

Cost of Hematocrit and diagnosis « $3«00/Chlld 

Percent of Population really alck *> 15X 



The last column (6) of Table presents the coat of a hemoglobin test 
above which It la never advantageous to use the test (under the assumptions made 
above) t This is the amount at which the total screening and diagnosis cost 
per sick child treated using a hemoglobin test would be equal to the cost 
when the hemoglobin test was not used. (This Is shown in the bottom row 
of the table.) This does not account for any additional amount that one 
would be willing to pay to avoid false negatives (which was assumed above 
to be at least $3.52 per each false negative avoided. This "cost" of false 
negatives translates into a "breakeven" cost of $1.35 per hemoglobin test 
rather than $1.62 calculated under the assumption of no value placed on 
false negatives. Since for the example the assumed cost of a hemoglobin 
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test VAB $1«50 the '^btMkeven'* cost for a hwoglobln test is either above 
the assui&ed cost If a dollar value is placed on false negatives or below the 
assumed cost« From the example i one can conclude that a hemoglobin test of 
the average quality found In Health Start Is cost-effective to use only if 
its cost per child is no more than one-half the cost of a hematocrit. 
3« More General Numerical Examples 

Three numerical examples have been computed with assumptions 
as follows: 



EXAMPLE NUMBER 


FRACTION OF 


COST OF 


. AND FIGURE 


WELL CHILDREN 


DIAGNOSIS 




n 


D 


Figure ly- 7 


0.9 


$20 


Figure IV-8 


0.5 


$20 


Figure lV-9 


0.9 


$50 



The three examples show» for various screening tests, the possible false 
negatives and screening cost per sick child treated. These examples bracket 
the ranges found in the Health Start data*^ Suppose the false negative 
rate is held constant at 0*1 as shown for the four small circled points in 



1« The parameter values for these examples were established to reflect 
the range of conditions found In Health Start data. For example » the frac- 
tion of screened children needing dental treatment Is 0*5 (corresponding to 
H- i*-0.5 - 0*5 in Figure F-9). However, on the average, a Health Start screen 
ing teat had about 10 percent chance of producing an abnormal result (corres- 
ponding to n« 1-0.1 •» 09 in Figures P-7 and F-8). The average cost of a 
dental exam was $11 » 50 and projects reported a range of costs for dental 
exams from $1.00 a child to $26.00 a child. (The latter amount probably 
rihbiudei more than dental screening, e.g.> X-rays.) The average cost of 
tlie various screening tests ranged from $2.00 to $11.50. 
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Figure F-6« By Increadlng the cost pdt screening from $0 to $15» the falee 

positive rate decreases from 0«9 to 0 « 17 « and the false negatives per sick 

* ■ 

child treated are constant at O.ll. The variable screening cost per sick 
child treated Is shown In Figure F-8 at the four circled points. In 
this case more expensive screening tests result In decreased total screening 
costs per sick child treated. However » for the conditions assumed for 
Figures F*-7 and F->8| the variable screening cost per sick child treated 
generally Increases for more expensive screening tests. 

Now suppose the unit screening cost (C) Is held constant and the con* 
sequences of moving the threshold level In the screening test (see Figure F-6) 
are explored. By decreasing the false negative ratei the number of false 
negatives per sick child Is reduced^ but at low levels this causes an In- 
crease In the total screening costs per sick child treated. 

Figure F*-9 can be considered a base case for the example* An assumed 
90 percent of all children screened are not In need of treatment and diag- 
nostic costs are $20 per child # Expending more money for lower error rates 
In screening, does not generally decrease costs. In Figure F-8 the diagnostic 
costs are Increased to $50 per chlldt and other parameters are the same as 
for Figure F-9 . In Figure F-9 the conditions are favorable for Increasing 
money spent on screening, which decreases screening errors enough to result 
in lower total costs. The assumed parameters for Figure F-9 are similar to 
Figure F-8 except that the percent of children not needing treatment has de- 
creased from 90 percent to 50 percent. In this case» money spent on better 
screening tests results In higher total cost of the health program. 




Figure P-8— 'Variable Screening Co8t«/Slck Children Treated 




Per Child Cpstfi for Screening and Detecting Sick Children 



Figure P-9~Vdrlable Screening Codte/Slck Children Treated 
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Ft Conclusions 

As can be seen* determining the conditions under which screening Is cost/ 
^.£f active Is not a simple process. Only with the proper combination of (1> 
high cost of diagnosis^ (2) low percent of children needing treatmenti and 
(3) rapid decrease in screening error rates per Increase in screening costs 
is it better to utilize a screening procedure « Under such conditions > there 
is a substantial tradeoff between false negatives and total screening costs 
per sick child treated « This tradeoff can be achieved by varying the thresh- 
old level of the screening test. 

Data of this type were not used for the development of the Health 
Start screening program* The above conclusions suggest that obtaining 
such data on the tradeoffs would have a very great payoff and should be of 
high priority for agencies and organizations involved in delivering health 
services to preschool children* Such evaluation suggests that an appropriate 
HEW agency Invest funds in research to obtain the necessary data for obtaining 
a better understsndlng of these tradeoffs than now exists. This would not 
only benefit a program like Head Start but also the MCH and the Title XIX<*- 
Early Periodic Screening « Diagnosis and Treatment programs* 



